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PREFACE. 


A  BOOK  of  this  description  can  evidently  have  no 
pretensions  to  being  a  complete  treatise  on  Gynaeco¬ 
logy.  Its  object  is  to  point  out  the  salient  features 
of  each  disease  in  a  way  likely  to  impress  themselves 
upon  the  memory,  and  so  save  the  student  the  bewil¬ 
derment  which  results  from  the  numerous  and  contra¬ 
dictory  theories  put  forward,  not  only  as  regards  the 
treatment,  but  as  regards  the  very  existence,  of  many 
of  the  complaints.  It  is,  moreover,  intended  to  furnish 
the  candidate  for  the  examinations  under  the  conjoined 
scheme  with  the  requisite  information  to  enable  him 
to  pass. 
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AIDS  TO  GYNAECOLOGY. 


I  ANATOMY  OF  THE  UTERUS  AND  ITS 

APPENDAGES. 

The  uterus  in  the  virgin  is  a  pear-shaped  organ, 
measuring  some  three  inches  in  length  and  two  in 
breadth  at  its  upper  part,  or  funclus — at  the  lower  part, 
or  cervix,  its  breadth  is  only  about  an  inch.  That  part 
of  the  uterus  between  the  fundus  and  the  cervix  is 
called  the  body. 

Its  tissue  consists  of  layers  of  unstriated  muscular 
fibres  mixed  w7ith  areolar  tissue,  and  containing  large 
blood-vessels.  On  the  outside  it  is  invested  by  the 
peritoneum,  and  internally  by  mucous  membrane, 
which  is  lined  by  columnar  ciliated  epithelium  down 
to  the  middle  of  the  cervical  canal,  where  it  changes 
to  the  squamous  variety.  The  mucous  membrane 
contains  numerous  tubular  glands. 

The  interior  of  the  uterus  is  somewdiat  triangular  in 
shape,  with  the  apex  downwards,  and  it  is  divided 
into  the  body  and  the  neck  (cervix) — the  angles  at  the 
base  are  prolonged  into  the  Fallopian  tubes,  while  the 
apex  is  continued  as  the  cervical  canal.  This  canal 
terminates  interiorly  at  the  os  uteri ;  it  is  larger  in 
the  middle  than  at  either  end,  and  wheu  opened 
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is  seen  to  be  rough  from  the  presence  of  rugae  (the 
arbor  vitae  uterinus).  Between  the  rugae  are  the 
orifices  of  numerous  glands,  the  glandulce  Ndbothi. 

The  blood  supply  of  the  uterus  is  derived  from  the 
uterine  and  ovarian  arteries  ;  the  arteries  are  large 
and  tortuous,  and  occupy  canals  in  the  uterine  sub¬ 
stance  in  which  they  communicate  freely  together. 
The  veins  correspond  to  the  arteries  and  form  numer¬ 
ous  plexuses. 

The  ligaments  of  the  uterus  are  (1)  the  broad  liga¬ 
ments ,  which  are  folds  of  the  peritoneum  passing  from 
the  sides  of  the  organ  to  the  walls  of  the  abdomen, 
dividing  the  pelvis  into  an  anterior  and  a  posterior  part. 
(2)  Anterior  and  posterior  ligaments.  These  are  also 
folds  of  the  peritoneum  from  the  rectum  behind  and  to 
the  bladder  in  front.  The  recto-uterine  fold  is 
commonly  known  as  Douglas’s  pouch,  and  is  the 
favourite  seat  of  intra-peritoneal  hsematocele.  (3) 
The  round  ligament  is  partly  contained  in  the  broad 
ligaments.  It  is  a  firm  cord  which  is  attached  on  each 
side  to  the  upper  part  of  the  uterus  close  below  the 
Fallopian  tubes ;  a  process  of  peritoneum  accompanies 
it  into  the  inguinal  canal,  which  may  remain  patent 
(canal  of  Nuck),  and  the  cord  ultimately  terminates  in 
the  integument  of  the  groin  and  labia  majora. 

Relations. — The  upper  end,  or  fundus,  is  in  contact 
with  the  small  intestines ;  the  lower  end  is  received 
into  the  vagina.  Anteriorly  it  is  in  contact  in  its 
lower  fourth  with  the  bladder.  The  fundus  is  nor¬ 
mally  inclined  forward,  so  that  the  axis  of  the  uterus 
is  at  an  angle  with  that  of  the  vagina. 

The  normal  secretion  of  the  uterine  glands  is 
alkaline  in  reaction. 

The  Fallopian  tubes  are  about  four  inches  in  length, 
and  extend  between  the  ovaries  and  the  upper  angles 
of  the  uterus.  At  the  point  of  attachment  to  the 
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uterus  the  tube  is  very  narrow,  but  at  its  distal 
extremity,  which  is  free  and  floating,  it  is  larger,  and 
bears  a  number  of  fimbriae ,  one  of  which,  longer  than 
the  rest,  is  attached  to  the  ovary.  Externally,  the 
Fallopian  tubes  are  invested  with  peritoneum,  and 
internally  they  are  lined  by  mucous  membrane 
covered  with  columnar  ciliated  epithelium.  Between 
the  two  is  a  layer  of  unstriped  muscular  and  fibrous 
tissue.  The  diameter  of  the  lumen'  is  about  one  line. 

The  ovaries  are  two  oval  compressed  bodies  situated 
one  on  each  side  of  the  uterus,  to  which  they  are 
attached  by  a  fibrous  cord  (the  ligament  of  the  ovary); 
they  are  enveloped  in  the  folds  of  the  broad  ligament. 
The  ovary  is  contained  in  a  fibrous  capsule,  and  con¬ 
sists  of  a  peculiar  soft  fibrous  tissue,  or  stroma,  abundantly 
supplied  with  blood-vessels,  and  having  imbedded  in 
it,  in  various  stages  of  development,  numerous  minute 
follicles  or  vesicles  (the  Graafian  follicles)  which 
contain  the  ova.  Before  puberty  the  surface  of  the 
ovary  is  smooth,  but  after  some  years  it  becomes 
scarred  and  wrinkled. 

The  vagina  is  a  membranous  canal,  five  or  six 
inches  in  length,  extending  obliquely  downwards  and 
forwards  from  the  neck  of  the  uterus,  which  it 
embraces.  It  is  lined  with  mucous  membrane  covered 
with  squamous  epithelium  and  containing  numerous 
glands,  which  is  generally  thrown  into  transverse 
wrinkles,  or  rugae.  External  to  the  mucous  membrane 
is  a  layer  of  unstriped  muscular  and  fibrous  tissue, 
around  which  is  a  certain  amount  of  erectile  tissue. 
The  lower  extremity  of  the  vagina  is  embraced  by  an 
orbicular  muscle,  the  constrictor  vctgince.  Its  external 
orifice  in  the  virgin  is  partially  closed  by  a  ring  or 
fold  of  mucous  membrane,  the  hymen. 

Its  blood  supply  is  derived  from  the  vaginal,  uterine, 
and  vesical  branches  of  the  internal  iliac. 


The  normal  secretion  of  the  vagina  is  acid  in  re¬ 
action. 


II.  UTERINE  DISCHARGES. 

Lencorrhcea  (The  Whites). 

This  is  not  properly  speaking  a  disease,  but  is  only 
a  symptom.  It  is  nevertheless  customary  and  con¬ 
venient  to  mention  it  separately. 

Varieties. 

Vulvar.  —  (Sebaceous  in  character,  occurring  in 
infants. ) 

Vaginal. — (Epithelial  in  character,  occurring  mostly 
in  young  women.) 

Uterine.  —  (Mucous  or  muco-purulent,  occurring 
mostly  in  middle-aged  and  elderly  women.) 

It  is  a  common  complication  of  most  uterine  affec¬ 
tions,  and  is  characterized  by  a  white  or  more  or  less 
colourless  discharge  from  the  vagina. 

When  vaginal  in  origin  it  is  acid ;  when  uterine, 
alkaline  in  reaction.  A  mixture  of  the  two  produces 
a  flaky  discharge. 

Causes. 

Infants. — Dirt  and  neglect. 

Worms  (especially  the  oxyuris  vermicularis). 

Vaginitis  from  violence,  or  after  exanthemata. 
Adults. — Uterine  disease  or  displacement. 

Polypi  or  pregnancy. 

Debilitated  health  (prolonged  lactation  or 
repeated  pregnancies,  etc.). 

Sub-involution. 

Diatheses  (gouty,  rheumatic  and  strumous, 
syphilitic,  etc.). 

Vicarious  to  suppressed  or  absent  menstrua¬ 
tion. 
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Treatment. — Ascertain  and  remove  or  treat  cause  ; 
improve  general  health  and  attend  to  secretions  and 
excretions;  injections  of  warm  water  or  solutions  of  zinci 
sulph,,  cupri.  sulph.,  alum  or  boracic  acid  (5i.  to  Oi.) ; 
warm  hip-baths,  plugs  of  cotton-wool  steeped  in 
glycerine,  or  glycerine  of  tannic  acid. 


Vaginitis. 

This  term  is  applied  to  an  inflamed  condition  of 
the  mucous  membrane  lining  the  vagina.  Three  % 
varieties  are  generally  described,  viz.: 

1.  Simple. 

2.  Specific  (gonorrhoea). 

3.  Granular. 

Simple. — This  is  common  in  infants,  from  want  of 
cleanliness,  or  worms,  and  may  lead  to  the  formation 
of  adhesions,  which  may  obstruct  the  vagina  to  a 
greater  or  a  lesser  extent. 

In  somewhat  older  patients  it  is  often  secondary  to 
one  of  the  exanthemata,  or  is  due  to  the  irritation 
caused  by  some  uterine  discharge.  Pessaries  some¬ 
times  give  rise  to  considerable  irritation. 

Symptoms. — Heat  and  aching  in  the  part,  with  abun¬ 
dant  muco-purulent  discharge.  On  examination  the 
mucous  membrane  is  seen  to  be  of  a  bright  red  colour, 
and  very  sensitive  to  the  touch.  It  is  covered  with  a 
creamy  secretion,  and  may  be  more  or  less  abraded. 

Granular  Vaginitis. 

This  disease  is  characterized  by  granulations  about 
the  size  of  a  millet-seed  scattered  over  the  mucous 
membrane  of  the  vagina  and  os  uteri.  It  is  most 
commonly,  though  by  no  means  necessarily,  associated 
with  pregnancy. 
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Gonorrhoea. 

Here  the  discharge  is  thick  and  offensive.  It  is 
further  characterized  by  pelvic  discomfort  or  pain, 
weight  in  perineum,  irritability  of  bladder,  and 
scalding  micturition.  On  examination,  surface  is  found 
to  be  bathed  in  creamy  pus,  the  irritation  being 
especially  marked  round  meatus  of  urethra  and  in 
fossa  navicularis. 

It  may  extend  into  the  bladder ,  setting  up 
cystitis ,  or  into  the  uterus ,  leading  to  endometritis, 
salpingitis,  and  peritonitis. 

Treatment. — Copious  and  frequent  vaginal  irrigation 
with  warm  water ;  rest  in  bed  ;  opium  or  belladonna 
suppositories  to  relieve  pain  and  tenesmus ;  later  on, 
injections  of  sulphate  of  zinc  or  alum  are  indicated 
(5i.  to  Oi.) ;  internally  salines  (magnes.  sulph.  orsodse 
sulph.,  with  pot.  bicarb,  or  tart.). 

Vaginismus. 

This  is  a  condition  of  hypersesthesia  of  the  mucous 
membrane  of  the  vagina,  often  dependent  on  colpitis  (in¬ 
flammation  of  the  mucous  lining  of  vagina)  or  excoria¬ 
tions,  leading  to  spasmodic  and  painful  contraction  of 
the  muscular  coat  of  the  vagina  or  its  sphincter  when 
touched.  This  condition,  where  sexual  intercourse  is 
painful  or  impossible,  constitutes  Dispareunia. 

Treatment . — Soothing  injections  (poppy-head  or 
chamomile)  and  scrupulous  cleanliness  ;  keep  irritated 
surfaces  apart  with  glycerine  plug ;  examine  for 
fissures  ;  if  necessary,  dilate  under  chloroform  with 
fingers  or  special  instrument. 

Hydrorrhcea. 

This  consists  of  a  watery  discharge  from  the  vagina, 
which  may  or  may  not  be  associated  with  pregnancy. 
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If  so  associated,  tlie  discharge  may  or  may  not  be  of 
liquor  amnii.  When  not  liquor  amnii,  it  is  probably 
due  to  increased  secretion  by  the  cervical  glands 
(glandulse  Nabothi),  or  from  hydatidiform  degenera¬ 
tion  of  the  placenta. 

If  after  confinement  or  abortion,  it  is  probably 
caused  by  retention  of  portion  of  placenta  or  membranes , 
or  b y  polypus. 

Other  causes,  unconnected  with  pregnancy,  are  : — 
Cauliflower  excrescences  on  os  or  cervix ; 
Bursting  of  ovarian  cyst ; 

Vesico-vaginal  fistula. 


III.  MENSTRUATION 

May  be  regular  or  irregular ; 

„  scanty  (absent)  or  profuse  ; 

„  too  frequent  or  too  long  ; 

„  painful. 

Normally  it  comprises  the  escape  of  from  four  to  six 
ounces  of  blood  at  intervals  of  twenty-eight  days  (more 
or  less),  and  lasting  from  two  to  four  days. 

Haemorrhages  may  be  suspected  to  be  abnormal 
when  they  are  irregular  or  excessive  in  duration  or 
quantity.  The  discharge  of  bright  blood  immediately 
after  exertion  or  coitus  is  presumptive  of  early 
malignant  disease. 

Menstrual  blood  does  not  coagulate  unless  abnormally 
abundant,  owing  to  the  admixture  of  acid  vaginal 
mucus. 

Vicarious  menstruation  may  take  place  from  any 
mucous  surface,  most  commonly  from  nose,  but  also 
from  lungs,  stomach,  or  rectum. 

The  discharge  of  blood,  even  if  periodical,  during 
lactation  (especially  if  excessive  in  quantity  and 
accompanied  by  leucorrhoea),  should  be  considered  to 
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indicate  some  form  of  uterine  disorder  calling  for 
examination. 

DISORDERS  OF  MENSTRUATION. 

1.  Amenorrhoea  (absence  of  flow). 

2.  Dysmenorrhoea  (painful  flow). 

3.  Menorrhagia  (excessive  flow). 

1.  Amenorrhoea. 

Varieties. 


Local  Causes. — Amenorrhoea  may  be  caused  by 
some  congenital  defect  (primitive  amenorrhoea),  and  it 
may  thus  be  Real  or  Retained  (occult). 

Real  amenorrhoea  may  result  from  absence  or  non¬ 
development  of  ovaries,  Fallopian  tubes,  or  uterus. 

Retained  menstrual  flow  from  occlusion  (atresia)  of 
cervix,  or  vagina,  or  imperforate  hymen,  or  absence  of 
vagina. 

N.B. — Occlusion  of  vagina  high  up  generally  occurs 
as  a  result  of  injury  during  labour.  Low 
down,  from  adhesions,  consequent  on  infantile 
vaginitis. 

When  retained,  the  fluid  accumulates  above  ob¬ 
struction,  and  may  give  rise  to  fluctuating  tumour  in 
region  of  uterus  or  vagina;  or  it  may  regurgitate 
through  Fallopian  tubes,  causing  hcematocele  or  peri¬ 
tonitis. 


-(1)  Physiological.  { 

r  Debility. 

(2)  Constitutional.  U^miaand 

Chlorosis. 

(3)  Local  Causes. 
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Treatment. — If  from  atresia,  incision  and  dilatation 
must  be  resorted  to,  the  passage  so  obtained  to  be 
kept  patent  by  means  of  suitable  pessary.  In  cases  of 
imperforate  hymen,  the  accumulated  fluid  should  be 
withdrawn  cautiously,  otherwise  spasmodic  contrac¬ 
tion  of  the  uterus  may  be  set  up,  and  lead  to  regurgi¬ 
tation  of  the  fluid  through  the  Fallopian  tubes,  or  the 
tubes  themselves  may  be  torn  when  dragged  upon  by 
retreating  uterus. 

If  dependent  on  some  grave  constitutional  con¬ 
dition,  such  as  tuberculosis,  the  treatment  must  be 
directed  to  such  morbid  state. 

In  anaemia  or  chlorosis,  change  of  air,  with  moderate 
exercise,  liberal  diet,  and  ferruginous  tonics  are  indi¬ 
cated  (ferri  sulphatis  exsiccata  gr.  ij. — v.,  in  pill, 
three  times  a  day).  Permanganate  of  potash  is  also 
recommended  in  1  to  2  gr.  doses,  to  be  repeated  every 
few  hours  for  a  day  or  two  before  the  period.  It  may 
be  given  in  solution,  or  as  a  pill  or  tablet. 

If  from  debility,  the  same  constitutional  treatment, 
with  strychnia  or  quinine,  and  the  general  use  of 
electricity.  In  all  cases  the  bowels  must  be  carefully 
attended  to,  for  which  purpose  the  aloes  and  myrrh 
pill  is  very  useful,  combined  with  hot  hip-baths  at 
moment  of  period. 


Dysinenorrhcea. 


Varieties. — (1)  Systemic  (impaired  states  of  blood  or 

nervous  system). 

(2)  Ovarian. 


Uterine 


r  Obstructive. 

I  Neuralgic, 
l  Congestive. 
Membranous. 


Ovarian. — This  often  exists  in  connection  with 
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congested  or  prolapsed  ovaries,  and  is  accompanied  by 
nervous  symptoms  of  a  hysterical  type,  and  sympa¬ 
thetic  manifestations  on  part  of  mammae,  which  may 
become  enlarged  and  painful.  A  prominent  symptom 

is  inter-menstrual  pain. 

Treatment. — Change  of  air,  moderate  exercise,  sea¬ 
bathing,  etc.,  between  the  periods.  During  the  periods, 
rest  and  quiet,  with  bromide  of  potassium  or  ammo¬ 
nium,  tincture  of  cannabis  Indica,  or  hyoscyamus,  or 
five-grain  doses  of  bromate  of  camphor. 

Obstructive  Dysmenorrhoea  may  be  caused  by 
partial  atresia  of  cervix  uteri  or  vagina  (narrow  cervical 
canal,  conical  os,  adhesions),  or  narrowing  of  cervical 
canal  from  flexures  of  uterus  or  cicatricial  contraction. 

The  pain  is  often  severe  and  colicky  (uterine  colic), 
and  is  relieved  by  flow. 

Treatment. — Dilatation  by  tents  or  otherwise,  or  by 
incision  of  posterior  wall  of  cervix  (where  the  obstruc¬ 
tion  is  at  that  point),  followed  by  insertion  of  stem- 
pessary. 

Narrowness  of  cervix,  resulting  from  displacement 
of  uterus,  is,  of  course,  to  be  remedied  by  reposition 
if  possible. 

Neuralgic  Dysmenorrhcea  occurs  generally  in 
persons  of  enervating  habits  or  with  neuralgic  dia¬ 
thesis. 

In  these  cases  the  pain  usually  ceases  with  the  flow, 
which  is  free. 

Treatment. — Change  of  air  and  surroundings,  with 
exercise  and  invigorating  pursuits  morally  and  physi¬ 
cally.  During  an  attack,  Indian  hemp,  the  bromides, 
or  chloral  should  be  given,  but  care  should  be  taken 
to  prevent  their  use  becoming  habitual. 

Congestive  Dysmenorrhcea. — This  is  of  accidental 
occurrence,  and  may  depend  on  the  prior  existence  of 
some  pelvic  inflammation  (peri-  or  para-metritis), 


17 


which  is  intensified  by  the  hypersemia,  which  nor¬ 
mally  accompanies  a  menstrual  period.  It  may  also 
be  secondary  to  endometritis,  plethora  or  portal  con¬ 
gestion,  displacements  of  uterus,  or  exposure  to  cold. 

Here  the  flow  is  scanty  or  suppressed,  and  is  ac¬ 
companied  by  general  febrile  symptoms  and  local 
pain. 

Treatment — If  from  plethora,  apply  a  few  leeches  to 
perineum,  or  scarify  os ;  exercise ;  the  bowels  to  be 
kept  freely  open  by  means  of  saline  purgatives.  If 
from  cold,  opiates,  diaphoretics,  and  salines.  If 
secondary  to  displacement  of  uterus,  this  must  be 
remedied.  In  all  cases  rest  in  bed  is  advisable,  with 
counter-irritants  to  abdomen. 

Membranous  (Elimination  of  Menstrual  Decidua). 
— The  mucous  lining  of  uterus  is  sometimes  discharged 
whole,  constituting  what  is  called  a  4  false  mole.’  It 
requires  to  be  distinguished  from  the  product  of  con¬ 
ception,  and  this  may  be  done  by  noting  the  absence 
of  the  villous  outgrowths  of  the  chorion  and  by  the 
presence  under  the  microscope  of  the  glandular  struc¬ 
ture  peculiar  to  the  mucous  membrane  of  the  uterus. 
Clots  or  coagulated  lymph  may  give  rise  to  similar 
symptoms.  Lastly,  the  mucous  membrane  may  come 
away  in  shreds  or  as  debris. 

This  form  of  dysmenorrhoea  is  accompanied  by 
excruciating  pains  like  those  of  labour,  lasting  possibly 
for  some  days,  and  ending  only  by  extrusion  of  the 
membranes.  It  is  frequently  dependent  on  an  un¬ 
healthy  condition  of  the  lining  membrane  of  the 
uterus.  ( See  Endometritis.) 

Treatment. — To  allay  the  pain,  subcutaneous  injec¬ 
tion  of  morphia  (-J  gr.  to  \  gr.),  hot  hip-baths,  and 
aloetic  purgatives,  together  with  rest  in  bed  and 
absence  of  excitement  of  any  kind. 

Between  the  periods,  any  unhealthy  condition  of 
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the  mucous  membrane  should  be  treated  by  means  of 
the  direct  application  of  tincture  of  iodine,  chromic  or 
carbolic  acid,  solution  of  nitrate  of  silver,  etc. 

Lastly,  the  general  health  must  be  improved  by 
suitable  exercise  and  the  administration  of  tonics. 

Results  of  continued  Dysmenorrhea. — 1.  Congestion 
and  enlargement  of  uterus,  with  tendency  to  menor¬ 
rhagia. 

2.  Tendency  to  undue  patenc}^  of  uterine  extremities 
of  Fallopian  tubes. 

3.  Congestion,  enlargement,  and  prolapse  of  the 
ovaries,  leading  to  intra-alar  and  retro-uterine  haemor¬ 
rhage  and  limited  peritonitis,  together  with  the 
formation  of  adhesions,  binding  down  ovaries  in  their 
abnormal  situation. 

4.  Ultimately  it  may  induce  atrophy  of  ovaries  and 
consequent  sterility. 

IV.  HEMORRHAGES  FROM  UTERUS. 

These  are  divided  into  : 

1.  Menorrhagia  (excessive  menstrual  flow). 

2.  Metrorrhagia  (haemorrhage  independent  of  men¬ 
strual  flow). 

The  causes  of  these  conditions  may  be  conveniently 
divided  into  (1)  those  connected  with  pregnancy; 
(2)  those  unaccompanied  by  alterations  in  structure  of 
the  uterus ;  (3)  those  which  are  the  result  of  organic 
changes  in  its  structure. 

Haemorrhages  of  Pregnancy. 

1.  Abortion. 

2.  Detachment  of  placenta  (including  placenta 
praevia). 

3.  Extra-uterine  gestation. 
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4.  Retention  of  placenta,  membranes  or  clots  after 
labour  or  abortion. 

5.  Hydatidiform  degeneration  of  placenta. 

6.  Varix  of  vulvar  or  vaginal  veins. 

The  haemorrhage  of  abortion  occurs  before  the 
pains,  and  that  of  detachment  of  placenta  between 
the  pains.  In  placenta  prsevia  the  haemorrhage  comes 
on  or  increases  in  quantity  during  the  pains ;  while 
in  extra-uterine  gestation  it  comes  on  at  irregular 
intervals,  and  is  accompanied  by  more  or  less  constant 
pain,  localized  to  some  point  on  the  abdomen. 

Haemorrhages  WITHOUT  Alteration  of  Structure. 

1.  Disease  of  heart,  liver,  or  lungs. 

2.  Exaggeration  of  menstrual  flow  in  plethoric  girls 
at  puberty. 

3.  Haemorrhages  at  climacteric  period  (menopause). 

4.  From  abnormal  ovarian  excitement,  as  from 
excess  of  coitus. 

5.  In  certain  blood  states,  as  after  the  exanthemata, 
acute  yellow  atrophy  of  liver,  leueocythaemia,  scurvy, 
etc. 

Haemorrhages  WITH  Alteration  of  Structure, 

1.  Subinvolution. 

2.  Endometritis  and  endo-cervicitis. 

3.  Displacements  of  uterus,  leading  to  congestion. 

4.  Granular  os,  or  abrasions,  or  ulceration  of  os,  or 
cervix,  or  wounds  of  same. 

5.  Fibroids  of  uterus  (interstitial  and  sub-mucous). 

6.  Polypi  (fibrous  or  mucous). 

7.  Cancer  or  sarcoma. 

8.  Varicose  veins  of  vagina  or  vulva. 

Treatment  of  Uterine  Haemorrhages. — It  is  obviously 
essential  to  ascertain  and,  as  far  as  possible,  remove 
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the  cause  of  the  haemorrhage ;  but,  if  urgent,  plugs  of 
cotton  wool  (the  first  steeped,  if  necessary,  in  the 
glycerine  of  the  perchloride  of  iron)  should  be  intro¬ 
duced  through  a  speculum,  so  as  to  fill  the  vagina.  It  is 
always  important  to  keep  the  cervical  canal  patent  for 
the  escape  of  the  discharges,  and  subsequently  it  may 
be  necessary  to  dilate  the  os,  so  as  to  allow  of  an 
examination  of  the  interior  of  the  uterus.  In  cases  of 
retention  of  placenta  or  membranes,  the  os  will 
generally  be  found  more  or  less  patulous,  and  search 
should  then  be  made  for  such  retained  body,  which 
should  be  carefully  removed,  preferably  by  the  hand. 

The  treatment  in  cases  of  fibroids,  polypi,  or  cancer, 
is  given  under  their  respective  heading. 

The  patient  should  be  kept  quiet,  in  the  horizontal 
position,  in  a  cool  room,  and  stimulants  withheld, 
unless  especially  indicated.  The  pelvis  should  be 
elevated,  and  all  sources  of  excitement  removed. 
Copious  hot-water  vaginal  irrigations  (110°  to  115° 
Fahr.)  to  be  repeated  twice  or  three  times  a  day.  The 
bowels  to  be  relieved  by  purgatives  or  enemata. 
Medicinally,  tinct.  ferri  perchlor.  and  ext.  ergotse 
liquid,  aa.  m.  20  every  four  hours ;  or  turpentine, 
quinine,  gallic  or  tannic  acids,  digitalis,  or  the  bro¬ 
mides. 

V.  Sterility  (Congenital  or  Acquired). 

Causes . — 1.  Non-ovulation  from  absence  or  disease 
of  ovaries,  or  abnormally  thick  capsule. 

2.  Non-passage  of  ovum  from  absence,  inflamma¬ 
tion,  or  obstruction  of  Fallopian  tubes. 

3.  Obstacle  to  meeting  of  ovum  and  spermatozoa, 
either  from  above  causes  or  from  atresia  of  any  part 
of  canal,  from  adhesions  or  displacements,  or  from 
imperforate  hymen. 

J  4.  Unhealthy  condition  of  mucous  membrane  of 
uterus  or  unhealthy  secretions. 
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5.  Incompatibility. 

Sterility  may  thus  be  caused  by  a  mechanical 
obstacle,  or  the  vitality  of  the  spermatozoa  may  be 
destroyed  by  an  unsuitable  medium  resulting  from 
abnormally  alkaline  secretion.  Lastly,  there  are  some 
obscure  conditions  grouped  as  ‘  Incompatibility,’  where 
the  sterility  is  only  relative  and  not  absolute. 

An  unruptured  hymen  is  not  of  necessity  a  barrier 
to  impregnation,  but  an  imperforate  hymen,  of  course, 
offers  a  mechanical  hindrance  to  passage  of  sper¬ 
matozoa. 

Vaginitis  and  vaginismus,  if  severe,  may  be  a  cause 
by  giving  rise  to  the  state  called  ‘  dispareunia.’ 

Treatment. — Inasmuch  as  constitutional  debility  on 
either  side  may  have  an  unfavourable  influence  on  the 
functional  activity  of  the  reproductive  organs,  atten¬ 
tion  to  the  general  health  is  indicated  where  this 
exists.  Sea  bathing,  invigorating  habits,  and  exercise 
and  absence  of  worry,  with  liberal  diet  and  a  judicious 
supply  of  light  wines,  should  be  advised. 

Any  local  obstacle  should  be,  as  far  as  practicable, 
removed,  and  unhealthy  states  of  any  part  treated 
secundem  artem. 

A  narrow  cervical  canal  should  be  incised  and  kept 
patent  with  stem  pessary,  while  in  cases  of  flexure  of 
cervix,  consequent  on  retroflexion  of  the  uterus,  re¬ 
position  is  required. 


VI.  OVARIES  (Diseases  of). 

1.  Displacements  (Prolapse). 

Causes. — 1.  From  increased  weight  (consequent  on 
congestion,  inflammation,  cystic  or  other  disease  of 
ovaries  or  ovarian  foetation). 
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2.  From  pressure  on  it  from  above. 

3.  From  being  dragged  upon  by  displaced  uterus. 

4.  From  adhesions  binding  it  down, 

5.  From  relaxation  of  structures  which  normally 
support  it. 

The  ovary  most  frequently  so  affected  is  the  left. 
When  enlarged  it  is  apt  to  gravitate  into  Douglas’s 
pouch,  where  it  can  be  felt,  on  vaginal  examination,  as 
a  smooth,  movable  tumour  in  the  posterior  cul  de 
sac,  pressure  on  which  causes  great  pain  and  nausea. 
Coitus  is  often  painful. 

Hernia  of  the  ovaries  may  take  place  along  canal 
of  Nuck  into  the  labia  majora.  It  is  generally  accom¬ 
panied  by  hernia  of  the  Fallopian  tube  or  some 
portion  of  intestine  or  omentum. 

Treatment  (in  hernia  of  the  ovaries). — The  treat¬ 
ment  consists  in  returning  the  displaced  part  by  taxis 
and  keeping  it  in  situ  by  suitable  truss  or  pessary. 
If  fixed  in  false  position  by  adhesions,  and  giving  rise 
to  serious  inconvenience,  its  removal  may  be  advisable. 

2.  Ovaritis  (Oophoritis). 

Inflammation  of  the  ovaries  may  be  acute  or  chronic. 

Acute  Ovaritis. — This  is  generally  part  of  a 
general  inflammation  after  labour  or  abortion,  or  as  a 
complication  of  pelvic  peritonitis  or  cellulitis.  As  an 
idiopathic  affection,  its  existence  is  doubtful. 

Its  causes,  therefore,  are  those  of  the  affections  in 
question,  such  as  exposure  to  cold  after  confinement 
or  during  menstrual  period  or  injury.  It  is  also  said 
sometimes  to  result  from  gonorrhoea  by  extension  of 
inflammation,  but  is  then  probably  secondary  to  pelvic 
peritonitis. 

Symptoms. — Pain  in  one  or  other  iliac  fossa,  with 
great  tenderness  on  pressure,  with  heat,  fever,  and 
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perhaps  chill.  By  conjoined  examination  (recto- 
abdominal)  the  ovary  is  usually  found  to  be  displaced 
and  exquisitely  tender  on  pressure. 

The  attack  may  terminate  by  resolution  in  the 
course  of  four  or  five  days,  or  it  may  run  on  to 
suppuration  (abscess  in  ovary,  q.  v.). 

Treatment. — Rest  in  bed  and  perfect  quiet ;  applica¬ 
tion  of  leeches  round  anus  or  over  the  site  of  pain  on 
abdomen,  followed  by  poultices ;  opium  should  be 
freely  administered,  gr.  \  every  four  hours  (the  course 
and  treatment  of  abscess  of  the  ovary  are  alluded  to 
later). 

3.  Chronic  Ovaritis. 

This  may  result  from  continued  sympathetic 
hyperaemia  of  ovaries,  which  is  apt  to  occur  in  all  dis¬ 
ordered  states  of  uterus,  also  from  chronic  localized 
peritonitis. 

Symptoms. — There  is  fixed  pain  over  one  or  both 
ovaries,  which  may  be  aggravated  at  approach  of  men¬ 
strual  epoch.  The  ovaries  are  frequently  displaced  in 
consequence  of  their  increase  in  weight,  and  are 
tender  to  the  touch.  Pain  on  defaecation  in  rectum 
and  down  thighs. 

It  is  frequently  a  cause  of  dysmenorrhoea,  leucor- 
rhoea,  and  menorrhagia,  and  there  is  often  a  tendency 
to  hysteria.  Chronic  inflammatory  changes  may  ensue 
in  the  organ,  and  lead  to  thickening  and  adhesion  of 
capsule  or  atrophy  of  parenchyma,  entailing  sterility 
if  both  ovaries  be  involved.  Lastly,  the  displaced 
ovaries  may  become  fixed  by  the  formation  of  ad¬ 
hesions. 

Treatment.  —The  first  object  in  view  is  to  secure 
physiological  rest  for  the  diseased  ovaries ;  and  for 
this  reason  sexual  intercourse  should  be  restrained  and 
rest  during  the  periods  enjoined.  Utero-gestation, 
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which  secures  the  ovaries  from  monthty  congestions 
for  nine  months,  is  ahvaj^s  to  he  desired ;  the  general 
health  should  be  improved  by  suitable  exercise,  food, 
and  surroundings.  Medicinally,  bromide  of  potassium 
in  10  to  15  grain  doses  three  times  a  day  is  useful  to 
allay  nervous  irritability. 

Locally,  counter- irritation  by  means  of  small  blisters 
or  repeated  application  of  Tinct.  iodi  is  useful. 

Where  the  uterus  is  diseased,  this  condition  must  of 
course  be  treated  accordingly. 

4.  Abscess  in  Ovary 

Is  generally  the  sequel  of  an  attack  of  acute  inflamma¬ 
tion.  Suppuration  is  indicated  by  increased  pain  and 
tension,  rigors,  and  fever.  If  the  organ  can  be  reached, 
fluctuation  may  be  perceived. 

Terminations. — -1.  It  may  burst  into  peritoneum  and 
set  up  peritonitis. 

2.  Small  perforations  may  occur,  leading  to  localized, 
peritonitis  and  plastic  effusion. 

3.  Adhesion  to  bladder  or  intestine  may  take  place, 
with  production  of  fistulous  opening. 

4.  The  suppurating  abscess,  being  the  centre  of  an 
area  of  pelvic  inflammation,  may  discharge,  as  the 
latter  is  apt  to  do,  into  the  rectum,  vagina,  or  bladder, 
or  externally  above  Poupart’s  ligament. 

Treatment. — Little  can  be  done  except  to  support 
strength  of  patient.  If  accessible,  an  attempt  might 
be  made  to  aspirate  the  contents  of  the  abscess ;  and 
should  it  point  externally,  this  may  be  opened. 

5.  Cancer  of  Ovary. 

This  is  generally  secondary,  and  is  then  often 
symmetrical.  When  primary,  it  does  not  readily  infect 
the  system.  Encephaloid  (medullary)  is  the  most 
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common  variety ;  but  colloid  is  sometimes  met  with, 
following  on  cystic  degeneration. 

Diagnosis. — 1.  The  rapid  development  of  a  solid 
tumour  in  site  of  ovary. 

2.  Marked  depression  in  health,  strength,  and 
spirits. 

3.  Lancinating  and  burning  pain  in  tumour. 

4.  Cachexia. 

5.  Occurrence  of  ascites  without  evidence  of 
cirrhosis  or  other  hepatic  disease,  or  organic  disease 
of  kidneys  or  heart  or  chronic  peritonitis  (microscopic 
examination  of  the  fluid  is  said  to  afford  additional 
evidence). 

Treatment  can  only  be  symptomatic. 

6.  Cystic  Disease  of  Ovaries. 

1.  Simple  or  barren. 

2.  Compound  or  proliferous. 

3.  Dermoid. 

They  are  farther  classified  as  malignant  and  benign. 

The  compound  or  proliferous  (multilocular)  cysts 
are  formed  by  new  cystic  growths  from  the  wall  of 
a  pre-existing  cyst. 

Dermoid  Cysts  of  the  ovary  are  rare.  They  vary 
from  the  size  of  a  hazel-nut  to  that  of  a  foetal  head, 
and  usually  consist  of  fat,  hair,  teeth,  etc.  They  may 
be  found  at  any  age,  and  are  confined  as  a  rule  to  one 
ovary. 

Though  innocent  in  themselves,  they  may  give  rise 
to  peritonitis  by  acting  as  a  foreign  body,  or  they  may 
suppurate  and  cause  abscess,  or,  lastly,  the  cyst  wall 
may  secrete  fluid  and  get  to  resemble  a  fluid  tumour. 

Ovarian  Cyst. — These  generally  begin  as  simple 
enlargement  of  one  or  more  Graafian  follicles,  the 
partition  between  them  ultimately  breaking  down. 
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They  most  frequently  commence  during  the  period  of 
menstrual  activity.  Dysmenorrlioea  often  precedes 
ovarian  dropsy,  possibly  in  the  relation  of  cause  and 
effect. 

Course. — They  may  grow  until  the  pressure  on  the 
various  vessels  or  viscera  becomes  too  great  to  be 
borne,  when  death  occurs  from  syncope  or  asthenia, — 
generally  in  about  three  years. 

More  frequently,  however,  one  of  the  following 
events  supervenes : 

1.  The  cyst,  being  free  from  adhesions,  may  roll  over 
on  its  axis  and  become  strangulated,  leading  to  con¬ 
gestion,  rupture,  or  gangrene,  with  acute  symptoms 
of  abdominal  inflammation.  If  the  strangulation  be 
effected  gradually,  atrophy  and  shrinking  of  the  cyst 
may  take  place. 

2.  The  cyst  may  burst  from  injury  or  otherwise  into 
the  peritoneum,  when  the  fluid  may  be  absorbed  (?), 
or  the  patient  may  die  from  the  shock  or  the  conse¬ 
quent  peritonitis. 

3.  Haemorrhage  may  take  place  into  the  cyst  with 
symptoms  of  internal  haemorrhage  and  rapidly  fatal 
result. 

4.  It  may  inflame  and,  suppurate,  and,  having  con¬ 
tracted  adhesions  to  the  bladder  or  adjacent  coil  of 
intestine,  it  may  rupture  into  one  or  other  of  these 
viscera,  or  into  the  vagina  or  the  rectum,  or  through 
the  abdominal  walls. 

5.  It  may  remain  stationary,  or  it  may  even  wither 
up. 

Their  general  course  is  from  two  to  three  years,  but 
the  malignant  and  proliferous  varieties  are  far  more 
rapid. 

Various  pressure  symptoms  are  present,  such  as  (a) 
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Retention  of  urine ;  (b)  Cystitis  and  renal  disease ; 
(c)  (Edema  of  legs. 

Menstruation  generally  ceases ,  but  pregnancy  may  and 
has  occurred. 

During  pregnancy  the  tumour  may  be  twisted  on  its 
axis,  it  may  burst ,  it  may  become  inflamed  and 
suppurate ,  or  by  its  pressure  it  may  cause  abortion. 

Diagnosis. — Ovarian  cyst  may  be  simulated  by  the 
tonic  contraction  of  one  or  other  of  the  abdominal 
muscles  (or  part  of  one),  or  by  distension  of  part  of 
intestines  by  flatus,  or  fseces,  or,  lastly,  by  a  distended 
bladder. 

It  is  important  to  ascertain  the  presence  or  absence 
of  pregnancy,  although  the  presence  of  one  is  not  in¬ 
consistent  with  that  of  the  other. 

Inspection  of  Abdomen. — Abdomen  may  be  tense, 
and  either  evenly  or  unevenly  distended ;  the  tumour 
may  extend  to  or  above  the  umbilicus. 

In  the  dependent  parts  the  skin  may  become  doughy 
and  thick  from  infiltration,  a  condition  which  is  rare 
in  uncomplicated  pregnancy. 

Mensuration. — 1.  From  spinous  process  of  vertebrae 
to  the  umbilicus. 

2.  From  the  anterior  superior  iliac  spines  to  the 
umbilicus  and  to  the  ensiform  cartilage  respectively. 

These  measurements  are  most  conveniently  taken 
by  means  of  strips  of  lead  (cystometer),  which  not 
only  register  the  distances,  but  the  curves  themselves. 

Palpation. — If  the  hands  can  be  made  to  sink  in 
a  marked  manner  towards  the  spinal  column  beloiv  the 
umbilicus,  the  presumption  is  against  the  presence  of 
a  tumour. 

If  a  tumour  with  fluid  contents  be  present,  fluctua¬ 
tion  may  be  perceived  on  lightly  tapping. 

The  tumour  may  be  lifted  bodily,  and  may  be  felt  to 
pull  upon  the  uterus  with  a  finger  in  the  vagina. 
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As  the  cyst  increases  in  size  it  rises  above  the  pelvis 
and  drags  the  uterus  up  with  it,  so  that  the  vagina  is 
lengthened  and  the  os  may  be  attainable  only  with 
difficulty.  The  cul  de  sac  may  be,  so  to  speak,  un¬ 
folded,  and  the  os  uteri  made  flush  with  the  roof  of 
the  vagina.  This  sensation  of  communicated  move¬ 
ment  must  be  distinguished  from  that  furnished  by  a 
subperitoneal  fibroid  of  uterus.  In  the  latter  case 
the  uterus  and  the  tumour  move  together,  there  being 
more  or  less  continuity  of  structure ;  whereas  in  the 
case  of  an  ovarian  cyst  the  pedicle  allows  of  in¬ 
dependent  movement  to  a  certain  extent. 

Percussion. — This  is  one  of  the  most  useful  signs, 
and  it  is  of  special  service  in  the  differentiation  of  a 
cystic  from  any  other  variety  of  tumour. 

It  must  be  borne  in  mind  that  an  ovarian  cyst  is  an 
unilateral  growth,  and  tends  to  push  the  intestines  over 
towards  the  other  side  of  the  abdomen  ;  hence  we 
should  expect  to  find  dulness  on  one  side  over  the 
cyst,  and  resonance  on  the  other  side  over  the  intes¬ 
tines  ;  and  this  is  the  case.  In  pregnancy  the  dulness 
would  be  found  in  the  middle,  while  the  flanks  are 
resonant.  In  ascites  the  dulness  would  be  in  the 
flanks  (patient  lying  on  back),  while  a  resonant  zone 
will  be  found  in  front,  unless  the  quantity  of  fluid  be 
very  considerable.  Here,  too,  the  fluid  changes  its 
level  according  to  the  position  of  the  patient  (this  is 
not  so,  or  only  slightly,  in  the  case  of  ovarian  cysts). 
In  the  erect  posture  the  upper  margin  in  ascites 
appears  concave ,  whereas  in  cyst  of  the  ovary  it  will  be 
more  or  less  convex.  Again,  in  ascites  some  previous 
history  of  disease  of  the  heart,  liver  or  lungs  may  be 
elicited  from  the  patient. 

Uterine  Sound. — Pregnancy  having  been  excluded, 
the  sound  will  show  (1)  the  length  of  the  uterus  ;  (2 
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its  inclination  or  position  ;  (3)  its  mobility  or  freedom 


from  tumours.  T 

Differential  Diagnosis  of  Uterine  Tumours.-- In  tumours 

involving  or  growing  from  the  uterus,  the  following 
signs  should  be  looked  for  : 


1.  Absence  of  peculiar  anxious  expression  of 
features  seen  in  ovarian  diseases  (facies  ovarma). 

2.  Metrorrhagia  (not  in  sub-peritoneal  fibroids). 

3.  Descent  of  considerable  mass  in  pelvis. 

4.  Solidity  of  tumour. 

5.  Slowness  of  growth. 

6.  Age  of  patient  generally  more  advanced. 

7.  Deviation  of  os,  increase  in  depth  of  uterus  and 

possibly  alteration  of  axis. 

8.  Irregularities  on  palpation. 


Ovarian  cysts  further  require  to  be  distinguished 
from : 

1.  Uterine  and  extra-uterine  gestation. 

2.  Extra-ovarian  cysts  (cysts  of  broad  ligament). 

3.  Enlargement  of  omentum  or  intestines.  . 

4’  Enlargement  of  any  of  the  viscera  (especially 

hydatid  of  liver). 

5.  Pelvic  cellulitis  or  peritonitis. 

6.  Encysted  peritoneal  dropsy  or  abscess. 

7.  Sub-peritoneal  fibroids. 

In  many  cases  an  examination  of  the  fluid  drawn 
off  by  the  aspirator  will  materially  assist  the  diagnosis. 

1.  Hair,  teeth,  and  oil  or  fat  point  to  dermoid 

CyS2.’  Bile-stained  fluid  probably  indicates  hydatid 

K  °Fluids  containing  urea  are  probably  from  cysts  of 
renal  origin. 
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4.  Fluids  free  from  albumen  and  of  low  specific 
gravity  should  suggest  cysts  of  broad  ligament. 

5.  A  clear  bright  or  light  yellow  fluid,  forming 
dense  coagulum  on  boiling,  or  on  the  addition  of 
nitric  acid,  coagulum  being  insoluble  in  strong  acetic 
acid,  is  probably  ascitic. 

6.  Fluid  from  ovarian  cyst  varies  in  specific  gravity 
from  1018  upwards,  but  is  always  high ;  it  contains 
albumen  and  metalbumen.  It  may  vary  in  colour 
from  a  light  straw-colour  (the  most  common)  to  a  dark 
red,  green,  or  puriform  fluid. 

In  determining  whether  or  not  the  growth  is  of  a 
malignant  nature,  the  following  points  should  be 
remarked  as  pointing  to  malignancy  : 

1.  Rapid  growth  of  tumour. 

2.  Rapid  wasting  of  body  and  marked  cachexia. 

3.  Tumour  is  irregular  in  form  and  knobby  on 
palpation. 

4.  Uterus  is  fixed  and  immovable. 

5.  Enlargement  of  vaginal  and  lumbar  glands. 

6.  Ascites  unassociated  with  cardiac,  pulmonary, 
hepatic  or  renal  disease. 

Treatment. — In  determining  the  treatment  of  these 
cases  several  important  considerations  have  to  be  borne 
in  mind,  the  success  of  many  of  the  operators  whose 
statistics  show  so  favourably  depending  to  a  large 
extent  on  a  judicious  selection  of  those  cases  most 
likely  to  be  benefited  by  operation. 

Tapping  with  fine  trocar  or  aspirator  is  sometimes 
resorted  to,  and  is  always  advisable  before  proceeding 
to  the  major  operation  of  ovariotomy,  if  only  to  clear 
up  the  diagnosis.  An  exploratory  incision  is  some¬ 
times  made  with  the  same  object  in  view,  when,  if 
judged  apropos,  the  incision  can  be  enlarged  so  as  to 
permit  of  extirpation  of  the  tumour  forthwith. 
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Tapping  as  a  curative  agent  is  not  to  be  relied  upon 
(Thomas),  although  temporary  relief  is  obtained. 
This  operation  is,  moreover,  not  devoid  of  danger,  as 
death  may  ensue  from  collapse,  or  hcemorrhage  into 
the  sac,  or  peritonitis  may  supervene,  and,  lastly,  sup¬ 
puration  may  be  set  up,  and  the  patient  die 
from  septicaemia  or  exhaustion.  Medicinal  agents  are 
altogether  without  value  in  these  cases,  and  the  only 
operation  which  can  be  relied  upon  to  effect  a  radical 
cure  is  ovariotomy. 

Ovariotomy. — There  are  two  forms  of  the  opera¬ 
tion — one,  abdominal  ovariotomy ,  in  which  the  cyst  is 
removed  through  the  incised  abdominal  walls ;  the 
other,  vaginal  ovariotomy ,  in  which  a  small  cyst  is 
removed  by  an  incision  through  the  upper  part  of  the 
anterior  wall  of  the  vagina.  The  latter  is  only  practi¬ 
cable  where  the  tumour  is  small,  movable,  and  easily 
accessible. 

Abdominal  Ovariotomy. — This  operation  is^  indi¬ 
cated  when  the  tumour,  from  its  size,  seriously  inter¬ 
feres  with  the  comfort  or  menaces  the  life  of  its 
possessor.  Even  then  it  is  not  always  advisable.  The 
following  circumstances  counter-indicate  its  perform¬ 
ance: 

1.  Complication  with*  other  diseases. 

2.  Grave  constitutional  impairment. 

3.  Presence  of  much  solid  matter  in  tumour. 

4.  Extensive  and  firm  adhesions  to  viscera. 

5.  Malignancy. 

In  its  favour  are  : 

1.  Good  constitutional  condition.. 

2.  Cyst  being  of  monilocular  variety. 

3.  Contents  very  fluid. 

4.  Freedom  from  adhesions. 

5.  Abdominal  walls  not  Yery  thick. 
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Operation. — Only  a  few  of  the  leading  features  can 
be  alluded  to  here ;  full  details  of  the  operation  must 
be  sought  in  the  text-books. 

The  woman  being  in  the  recumbent  position  and 
anaesthetized  (the  bladder  having  been  emptied),  an 
incision  is  made,  with  antiseptic  precautions,  in  the 
linea  alba  from  below  the  umbilicus  to  within  a  couple 
of  inches  of  the  pubes.  The  incision  should  go  down 
to  the  sheath  of  the  rectus,  but  this  structure  and  the 
subjacent  peritoneum  are  divided  on  a  director  one 
after  the  other,  all  bleeding  vessels  being  secured 
before  proceeding  further.  The  tumour  being  ex¬ 
posed  to  view,  the  next  step  is  to  empty  it  by  plung¬ 
ing  into  it  a  good-sized  trocar  attached  to  some  tubing 
to  convey  the  fluid  away.  Great  care  must  be  devoted 
to  preventing  any  of  the  fluid  entering  the  peritoneal 
cavity.  This  accomplished,  the  sac  is  seized  and  drawn 
forward,  any  adhesions  being,  as  far  as  possible,  torn 
through  (assisted,  if  necessary,  by  the  scalpel  or 
scissors),  any  bleeding  to  be  stopped  by  ligature,  if 
necessary.  The  pedicle  may  be  either  securely  liga¬ 
tured  and  ultimately  returned  into  abdomen,  or,  as  is 
sometimes  done,  secured  by  specially  devised  clamp, 
and  maintained  outside  abdomen.  The  sac  having 
been  removed,  the  pedicle  secured,  and  all  haemorrhage 
checked,  the  peritoneal  cavity  is  thoroughly  cleansed 
by  means  of  soft  sponges,  wrung  out  of  warm  car- 
bolized  water,  and  drainage  is  secured  by  the  inser¬ 
tion  of  a  drainage-tube  leaving  the  inferior  angle  of 
wound. 

The  wound  is  then  closed  by  two  sets  of  sutures, 
deep  and  superficial.  The  first,  composed  of  silver,  are 
passed  through  the  peritoneum  and  out  through  the 
skin  on  each  side,  so  as  to  bring  the  sides  well  into 
apposition.  The  superficial  sutures  are  inserted  so  as 
to  bring  the  skin  and  subjacent  structures  together, 
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but  do  not  involve  the  peritoneum.  Lastly,  an  anti¬ 
septic  dressing  is  applied  in  the  usual  way. 

The  operation  should  be  conducted  in  a  room  with 
a  temperature  of  75°  to  80°  Fahr.,  and,  on  the  patient 
recovering  from  the  effects  of  the  anaesthetic,  opium 
should  be  freely  given,  either  by  the  mouth  or  by  sub¬ 
cutaneous  injection  of  morphia. 

The  evils  chiefly  to  be  feared  are,  within  the  first 
twenty-four  hours,  haemorrhage  and  collapse ;  from  the 
second  to  the  fourth  day,  peritonitis  /  and  from  the 
fourth  to  the  fourteenth,  septiccemia. 

The  mortality,  varies  greatly,  from  10  per  cent, 
upwards,  peritonitis  being  by  far  the  most  frequent 
and  the  most  fatal  complication. 

Oophorectomy  (Ablation  of  Ovaries).— This  is 
as  yet  scarcely  a  recognised  operation.  It  has  been 
recommended  and  practised  for  : 

1.  Severe  dysmenorrhoea  and  menorrhagia. 

2.  Insanity  occurring  at  menstrual  periods. 

3.  Hystero-epilepsy. 

4.  Chronic  ovaritis  with  severe  symptoms. 

5.  Absence  of  vagina  or  uterus. 

6.  Large  uterine  fibroids  with  profuse  haemorrhage, 

7.  When  ovaries  have  escaped  into  the  labia  majora 
and  cannot  be  returned. 

When  the  ovaries  are  accessible  in  Douglas’s  pouch, 
they  may  be  removed  per  vagincm  by  the  operation  of 
Elytrotomy. 


VII.  DISEASES  OF  FALLOPIAN  TUBES. 

1.  Inflammation  (salpingitis). 

2.  Stricture. 

3.  Distension  (tubal  dropsy). 

4.  Displacement. 
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Salpingitis. 

Causes. — This  may  be  part  of  a  general  inflamma¬ 
tion  after  labour  or  abortion,  or  it  may  be  caused  by 
the  propagation  of  gonorrheal  or  other  inflammatory 
process  of  lining  membrane  of  uterus.  The  passage 
of  irritating  fluids  from  intra-uterine  injections,  or  the 
regurgitation  of  blood  as  in  retained  (occult)  menstrua¬ 
tion,  may  also  give  rise  to  this  condition. 

It  is  favoured  by  any  undue  patency  of  the  uterine 
extremities  of  the  tubes. 

Symptoms. — These  are  not  very  distinctive,  and 
soon  merge  into  those  of  tubal  dropsy,  abscess,  or 
peritonitis,  from  extension  of  the  inflammation  along 
the  tubes.  There  is  a  good  deal  of  pelvic  pain  and 
discomfort,  with  constitutional  disturbance.  Except 
in  cases  of  tubal  gestation,  the  affection  is  generally 
double. 


Tubal  Dropsy  (Hydrosalpinx). 

This  may  be  caused  by  occlusion  of  both  ends  of 
the  tube,  as  the  sequel  of  an  attack  of  acute  or 
chronic  salpingitis,  pelvic  peritonitis,  or  cellulitis. 
The  inflammation  of  the  mucous  membrane  lining  the 
tube  leads  to  the  secretion  of  a  muco-serous  fluid, 
which,  being  unable  to  escape,  distends  the  tube.  If 
the  distension  continue,  the  mucous  lining  may  take 
on  the  anatomical  and  physiological  characters  of  a 
serous  membrane,  and  secrete  plentifully  a  serous 
straw-coloured  and  slightly  flocculent  fluid,  or  the 
fluid  may  consist  of  menstrual  blood  or  pus.  It  some¬ 
times  simulates  ovarian  dropsy.  In  the  early  stage  it 
may  be  felt  per  vaginum ,  or  above  and  parallel  to 
Poupart’s  ligament,  as  an  elongated,  smooth,  wavy 
swelling,  with  free  and  independent  mobility. 

Symptoms, —U neasy  sense  of  weight,  with  numbness 
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of  leg  on  affected  side ;  the  bowels  may  be  pressed 
upon,  and  give  rise  to  constipation  or  tenesmus— 

JJysuna.  Tumour  to  be  felt  on  examinations  (See 
above.)  -  ' 

Course.  The  tumour  may  burst,  or  its  contents  may 
escape  from  pentoneal  end  and  give  rise  to  peritonitis. 

Treatment.-— The  only  thing  that  can  be  done  is  to 
tap  the  swelling,  preferably  from  vagina,  and  to  with- 
diaw  the  fluid  by  means  of  a  fine  aspirating  trocar. 
An  important  indication  is  to  secure  patency  of  the 
uterine  ends  of  the  tubes. 


VIII.  TUMOURS  OF  BROAD  LIGAMENTS. 

V arieties. — 1.  Dropsy  (in  areolar  tissue). 

2.  Cysts  and  abscesses. 

3.  Fibrous  tumours. 

Phlebolithes  (stony  transformation  of 
blood-clots). 

IX.  EXTRA-UTERINE  PREGNANCY. 

Varieties.— 1.  Tubal. 

2.  Tubo-ovarian. 

3.  Ovarian. 

4.  Abdominal. 

5.  Interstitial  (intra-mural). 

6.  Cervical. 

Causes.  Any  cause  which  tends  to  prevent  the  due 
passage  of  the  impregnated  ovum  towards  the  uterus 
such  as  dilatation  or  stricture  of  the  Fallopian  tube’ 
from  catarrh,  spasm  or  peritonitic  adhesions,  polypi  or 
pressure  from  without  by  tumours,  etc. ;  undue  slow¬ 
ness  of  passage  of  ovum  along  tube,  allowing  of  increase 
ot  size  mcomjoatible  with  onward  progress  j  non- 

3—2} 


36 


detachment  of  the  impregnated  ovum  from  ovary,  or 
failure  of  the  fimbriated  extremity  of  tube  to  grasp 
it,  when  it  may  fall  into  abdominal  cavity  and  take 
root  there. 

In  these  cases  no  real  placenta  is  formed,  the 
chorion  implanting  itself  directly  into  the  adjacent 
membrane.  In  the  majority  of  cases  it  is  the  left 
tube  which  is  affected,  and  it  is  remarkable  that  it 
generally  occurs  in  women  subject  to  hard  work. 
Still  more  singular  is  the  fact  that  the  corpus  luteum 
has  sometimes  been  found  in  the  opposite  ovary  to  the 
tube  affected. 

Symptoms.—  Pain,  which  is  constant,  and  more  or 
less  localized  to  some  spot  on  the  abdominal  walls ; 
general  symptoms  of  pregnancy.  Uterus  may  be 
pushed  aside  by  tumour,  the  long  axis  of  which  (in 
tubal  gestation)  is  parallel  with  Poupart’s  ligament. 
Metrorrhagia  is  also  a  constant  symptom  in  tubal 
gestation.  There  may  be  preliminary  signs  of  small 
ruptures  of  tube,  with  symptoms  of  hsematocele. 
Various  pressure  effects,  from  interference  with  neigh¬ 
bouring  organs  and  viscera.  Abdominal  gestation 
may  run  quite  a  latent  course.  The  uterus  enlarges, 
and  its  mucous  membrane  thickens  and  becomes  very 
vascular. 

Course  and  Termination. — The  majority  of  cases 
terminate  fatally  by  rupture  within  eight  weeks.  The 
nearer  the  uterus,  the  earlier  the  date  of  rupture. 

In  abdominal  gestation  the  case  may  go  on  till  full 
time,  and  then  labour  pains  set  in,  and  continue  for 
several  days.  Sometimes  these  abortive  labour  pains 
may  recur  at  regular  intervals.  In  the  meantime  (1) 
the  cyst  may  burst,  and  death  take  place  from  peri¬ 
tonitis.  (2)  Peritonitis  may  occur  independently  of 
rupture.  (3)  Death  may  supervene  from  exhaustion. 
(4)  If  the  cyst  do  not  burst,  then,  after  a  variable 
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time,  the  foetus  dies,  when  it  may  become  encysted 
and  remain  inert,  or  give  rise  to  suppuration  and 
burst,  or  be  discharged.  (5)  Adhesions  may  form  to 
neighbouring  hollow  viscera  (intestines,  bladder,  or 
vagina)  or  to  abdominal  walls,  and  a  fistulous  open¬ 
ing  form,  through  which  the  debris  may  be  discharged 
piecemeal. 

Treatment. — If  diagnosed  sufficiently  early,  the  best 
course  is  to  withdraw  the  fluid  with  aspirator,  when 
further  progress  is  arrested  by  death  of  embryo. 
Other  means  have  been  suggested,  such  as  the  passage 
of  a  strong  current  of  electricity,  etc.,  with  the  object 
of  killing  the  foetus. 

In  abdominal  gestation,  if  tapping  has  not  been 
performed  early  in  the  case,  operative  interference  is 
best  deferred  until  full  time,  when,  if  symptoms  are 
urgent,  laparotomy  may  be  performed,  the  pseudo¬ 
placenta  being  left  in  situ ,  and  the  funis  tied  and  left 
out  of  wound.  This  should  not  be  done  until,  the 
child  being  dead,  inflammation  has  set  up,  and  points 
somewhere  on  abdominal  walls. 

If  the  foetus  can  be  felt  through  anterior  wall  of  the 
vagina,  it  should  be  cut  down  upon  and  removed. 


X.  MOLES. 

There  are  two  varieties  of  moles,  the  so-called  false 
mole  and  the  true  mole. 

False  Mole. 

The  false  mole  may  be  a  mass  of  coagulated  exuda¬ 
tion,  a  blood  clot,  or  it  may  consist  of  the  mucous 
membrane  of  the  uterus  shed  en  bloc  (menstrual 
decidua).  This  variety  requires  to  be  carefully  dis¬ 
tinguished  from  the  product  of  conception,  as  its 
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expulsion  may  be  accompanied  by  abortive-like  pains. 
The  diagnosis  is  based  on  the  absence  of  foetal  struc¬ 
ture  and  the  presence  of  the  peculiar  glands  on 
microscopic  examination. 

True  Moles. 

These  comprise  (1)  the  fleshy  or  carneons  mole  and 
(2)  the  hyclatidiform  mole. 

The  former  resembles  a  lump  of  liver.  No  trace  of 
embryo  may  be  present. 

The  hydatidiform  mole  is  developed  from  the  villous 
processes  of  the  chorion  by  perversion  of  develop¬ 
mental  energy,  which  the  death  of  the  foetus  has 
turned  from  its  natural  course.  It  can  scarcely  begin 
before  the  second  month,  and  it  is  generally  expelled 
before  the  fifth .  In  appearance,  it  resembles  a  bunch 
of  grapes. 

Symptoms. — These  are  not  very  characteristic.  There 
is  a  rapid  irregular  increase  in  size  of  uterus,  which, 
at  third  month,  may  reach  to  umbilicus.  The  uterus 
is  boggy  and  irregular  to  the  feel.  Heart  sounds  and 
ballottement  are  absent,  and  there  is  a  discharge  of  a 
watery  or  sanguineous  fluid,  with  possibly  now  and 
again  a  detached  vesicle  (this  is  pathognomonic). 
Sooner  or  later  labour  pains  come  on,  and  are  followed 
by  the  expulsion  of  the  contents  of  the  uterus. 

Treatment. — If  necessary,  the  os  may  be  dilated  by 
means  of  Barnes’  bags,  and  the  contents  of  uterus 
evacuated. 


XI.  HEMATOCELE. 

Hasmatocele  consists  of  an  effusion  of  blood,  which 
may  be  either  intra-  or  eairn-peritoneal. 

It  generally  occurs  during  the  period  of  menstrual 
activity,  and  often  during  a  menstrual  period. 
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Causes. — 1.  Rupture  of  Vessels. 


2.  Rupture  of  Viscera. 


3.  Reflux. 


4.  Transudation. 


'  (a)  Utero-ovarian. 

(b)  Varicose  veins 
of  broad  liga¬ 
ment. 

( c )  Aneurisms. 

(d)  Of  extra- 
uterine  foeta- 
tion. 

'  (a)  Ovaries. 

(b)  Fallopian 
tubes. 

(c)  Uterus. 

(a)  Menstrual 

blood. 

(i b )  Haemorrhage 
of  abortion. 

(a)  Purpura  and 
scurvy. 

(b)  Chlorosis. 

(c)  Haemorrhagic 
peritonitis. 


Immediate  Causes. — 1.  Sudden  suppression  of  menses. 

2.  Blows  or  falls,  or  violent  efforts. 

Symptoms. — Sudden  spasm  of  severe  pain  in  pelvis, 
followed  immediately  by  faintness  or  syncope,  with 
cold  extremities  and  pallor,  nausea  and  vomiting. 
Pressure  on  bladder  causes  dysuria,  and  on  rectum 
constipation  and  tenesmus,  with  tympanitis  and  low 
temperature. 

On  vaginal  examination  a  tumour,  at  first  soft,  subse¬ 
quently  becoming  hard,  is  found  above  and  behind  in 
Douglas’s  pouch.  On  rectal  examination  the  gut  is 
found  to  be  pressed  upon. 

In  the  course  of  forty-eight  hours  reaction  sets  in, 
with  symptoms  of  pelvic  peritonitis  {quod  vide). 
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If  pregnant  women  be  seized  with  these  symptoms, 
rupture  of  extra-uterine  foetation  has  probably  occurred. 
This  and  rupture  of  an  ovarian  vessel  are  generally 
fatal. 

Course  and  Termination. — The  patient  may  die  right 
off  from  the  shock  or  the  haemorrhage,  or  subsequently 
from  peritonitis.  Later  on  suppuration  may  set  in, 
indicated  by  throbbing  pain,  with  rigors  and  sweating, 
and  kill  the  patient  by  exhaustion  or  from  septicaemia. 
If  pus  form,  it  discharges  itself  either  through  the 
posterior  cut  de  sac  into  the  vagina  or  into  one  of  the 
hollow  viscera,  or  externally  through  abdominal  walls 
or  perineum. 

Treatment. — The  general  indications  are  : 

1.  Check  further  loss. 

2.  Rally  from  prostration. 

3.  Allay  pain. 

The  usual  anti-haemorrhagic  remedies,  tannic  or 
gallic  acids,  dilute  sulphuric  acid,  and  acetate  of  lead, 
with  perfect  rest  and  quiet  in  bed,  and  low  diet. 
Opium  or  morphia  must  be  freely  given  as  soon  as 
patient  has  rallied  from  shock.  Caution  in  adminis¬ 
tration  of  stimulants,  unless  the  exhaustion  from 
suppuration  require  it.  The  subcutaneous  injection 
of  ether  or  morphia  is  preferable.  Ice  to  hypo- 
gas  trium. 

If  suppuration  supervene,  the  tumour  may  be 
punctured  from  posterior  cut  de  sac,  but  only  if  the 
case  is  urgent,  and  there  are  symptoms  of  septi¬ 
caemia.  Vaginal  injections  of  carbolized  water  (1  in 
100)  or  boracic  acid  should  be  used  several  times  a 
day. 
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Differential  Diagnosis  from  Pelvic 
Cellulitis. 


Pelvic  Cellulitis. 

Fever  marked. 

Pain  is  gradual  in  onset. 

Swelling  in  posterior  cul  de  sac, 
extending  round  and  fixing 
uterus  ;  first  hard,  and  ulti¬ 
mately  softening. 


Pelvic  Hematocele. 

Temperature  is  sub-normal  or 
normal  at  first. 

Pain  is  sudden  and  violent  in 
onset. 

Swelling  is  at  first  soft,  after¬ 
wards  becomes  hard  (it  may 
again  become  soft  if  suppura¬ 
tion  occur). 


XII.  PELVIC  PERITONITIS  (Perimetritis). 

This  is  generally  secondary ,  but  may  be  primary.  It 
is  divided  into  the  acute  and  the  chronic  forms. 

Causes. — 1.  Escape  of  irritating  matters  (blood  or 
pus)  from  the  peritoneal  extremity  of  the  Fallopian 
tubes  or  bursting  of  its  walls  (including  heematocele 
from  any  cause). 

2.  From  bursting  of  ovarian  cyst  or  abscess. 

3.  Rupture  of  uterus  or  extra-uterine  foetation  or 
dermoid  cyst. 

4.  Perforation  of  intestine. 

5.  By  extension  of  inflammation,  as  from  salpin¬ 
gitis. 

6.  Cold  during  menstruation. 

7.  Tubercular  or  cancerous  deposit. 

8.  Injury. 

Symptoms. — When  secondary,  it  is  preceded  by  the 
symptoms  of  the  primary  disease  ;  when  idiopathic,  it 
is  ushered  in  violently  by  shock  or  collapse,  with  small 
hard  rapid  pulse,  elevation  of  temperature,  anorexia, 
thirst,  dry  furred  tongue,  and  constipation  (sometimes 
diarrhoea) — the  constitutional  disturbance  is  marked. 
There  is  severe  intra-pelvic  pain  and  abdominal  tender¬ 
ness,  the  thighs  are  flexed  on  the  abdomen,  and  the 
face  expresses  anxiety.  Nausea,  vomiting,  and  hie- 
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cough  are  frequent  symptoms  with  tympanitis.  V esical 
tenesmus  is  often  present,  and  there  may  be  some 
delirium. 

The  vagina  is  hot,  the  uterus  fixed  and  tender. 
Tumefaction  is  perceptible  in  Douglas’s  pouch. 

Results. — 1.  It  may  involve  the  ovaries,  leading  to 
inflammation,  abscess,  or  atrophy.  2.  It  may  extend 
to  the  tubes  and  cause  stricture  or  tubal  dropsy.  3. 
The  uterus  may  be  fixed  in  malposition  by  bands  of 
adhesion ;  and  with  ultimate  effect  of  producing 
cimenorrhoea ,  dysmenorrhoea ,  and  sterility. 

Treatment. — Begin  by  the  free  administration  of 
opium  either  by  mouth  or  rectum,  or  by  the  sub¬ 
cutaneous  injection  of  morphia,  together  with  hot 
and  moist  applications  to  hypogastrium,  together 
with  3-  to  5-grain  doses  of  sulphate  of  quinine 
every  four  hours.  Perfect  quiet  and  rest  in  hori¬ 
zontal  position  are  of  the  utmost  importance ;  no 
purgatives  should  be  given.  The  urine  must  be  drawn 
off  at  regular  intervals,  if  necessary.  The  diet  must 
be  light  and  unstimulating.  If  sickness  be  trouble¬ 
some,  an  effervescent  mixture  with  hydrocyanic  acid 
is  useful,  and  ice  should  be  given  to  suck.  Later  on, 
with  the  view  of  preventing  the  formation  of  adhe¬ 
sions,  a  blister  may  be  applied  to  the  hypogastrium, 
and  dressed  with  savin  ointment ;  or  repeated  appli¬ 
cations  of  tincture  of  iodine  may  be  resorted  to.  Col¬ 
lections  of  pus  should  only  be  evacuated  if  symptoms 
are  urgent. 

When  the  disease  is  or  has  become  chronic ,  the 
general  health  should  be  improved  by  change  of  air, 
suitable  exercise,  with  tonic  medicines  (iron,  quinine, 
together  with  iodide  of  potassium)  and  invigorating 
pursuits.  Sexual  intercourse  should  be  restrained. 
Caution  in  the  use  of  stimulants. 
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XIII.  PELVIC  CELLULITIS.  (Parametritis.) 

This  disease  is,  as  its  name  indicates,  an  inflamma¬ 
tion  of  the  cellular  tissue  of  the  pelvis.  It  is  generally 
associated  with  some  localized  peritonitis. 

Causes. — 1.  Parturition  or  abortion  (cold  after). 

2.  Inflammation  of  uterus  or  ovaries. 

3.  Direct  injury  from  coitus,  caustics,  pessaries,  or 
operations. 

It  may  terminate  by  resolution  or  suppuration ,  the 
former  being  by  far  the  more  common. 

Symptoms. — It  is  ushered  in  by  a  chill,  followed  by 
severe  intra-pelvic  pain  and  tension,  constitutional 
disturbance,  and  fever.  The  bowels  may  be  consti¬ 
pated,  or  there  may  be  uncontrollable  diarrhoea  (the 
latter  especially  in  puerperal  cases).  Nausea,  vomiting, 
and  hiccough  are  common  symptoms.  If  after  confine¬ 
ment,  the  lacteal  secretion  is  arrested,  and  the  lochia 
cease,  or  become  scanty  and  foetid,  or  there  may  be 
haemorrhage.  The  patient  lies  on  the  back,  with  the 
leg  of  affected  side  drawn  up.  The  mouth  may  be¬ 
come  dry,  with  thirst  and  anorexia,  and  the  tongue 
gets  dry  and  brown. 

On  examination,  the  vagina  is  found  to  be  hot,  the 
os  is  lower  than  normal,  and  in  post-partum  cases  it 
patulous.  It  may  be  deviated  from  its  usual  position 
to  the  opposite  side  to  that  on  which  the  effusion  has 
taken  place.  The  uterus  is  fixed  and  immovable,  and 
the  sensation  is  not  unlike  that  of  its  being  embedded 
in  plaster  of  paris.  There  is  much  tenderness,  and 
the  examination  must  be  conducted  with  gentleness. 
The  indurated  nodules  may  subsequently  show  patches 
of  softening  indicative  of  suppuration.  A  zone  of 
induration  may  also  be  felt  above  the  pubes,  extending 
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sometimes  above  the  umbilicus,  which  is  both  painful 
and  tender.  Tympanitis  is  also  frequently  present. 

Course. — There  are  three  periods  in  this  disease  :  a 
preliminary  one  of  congestion ,  which  is  soon  merged 
into  that  of  exudation ;  and,  unless  the  disease  be 
arrested  at  this  stage,  it  runs  on  to  suppuration. 

In  the  latter  case  the  pus  may  discharge — 

1.  Externally,  just  above  Poupart’s  ligament,  above 
the  pubes,  or  via  the  perineum. 

2.  Through  one  of  the  hollow  viscera,  i.e.,  bladder, 
rectum,  or  intestine. 

3.  It  may  burst  into  the  peritoneal  cavity. 

4.  It  may  break  into  the  vagina  (this  is  by  far  the 
most  frequent  termination). 

It  may  cause  peritonitis,  ovaritis,  salpingitis,  or 
endometritis ;  and  the  subsequent  formation  of  bands 
of  adhesion  may  displace  the  uterus  or  ovaries. 

Treatment. — Full  doses  of  opium  (or  morphia  sub¬ 
cutaneously),  with  absolute  rest  and  quiet  in  the 
recumbent  position.  Hot  poultices  or  turpentine 
stupes  to  abdomen,  or,  if  preferred,  ice  may  be  applied 
in  india-rubber  bag.  Drop  doses  of  tinct.  aconit. 
repeated  every  hour  are  useful  to  lessen  the  fever. 
The  bowels  should  be  kept  constipated,  or,  in  cases  of 
diarrhcea,  starch  and  opium  injections  (tinct.  opii 
ll\xxx.,  amylum  ^ij.,  aqua  ad  ^ij-)  per  rectum. 

The  diet  should  consist  of  milk,  beef-tea,  and  light 
farinaceous  substances.  Ice  may  be  sucked  to  relieve 
thirst  and  sickness. 

After  acute  stage  is  passed,  blisters  may  be  used  to 
hypogastrium,  with  tonics,  and  iodide  of  potassium 
internally. 
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Differential 

Pelvic  Peritonitis. 

Caused  by  cold,  or  is  secondary 
to  some  other  disease.  t 

Temperature  rarely  exceeds  104° 
Falir. 

Both  legs  drawn  up. 

Constipation  the  rule. 


Diagnosis.  . 

Pelvic  Cellulitis. 

After  parturition  or  injury. 

Higher  temperature  and  greater 
constitutional  disturbance. 
Leg  on  afiected  side  drawn  up. 
Diarrhcea  not  infrequent. 


XIV.  PELVIC  ABSCESS. 

This,  though  generally  the  result  of  some  inflam¬ 
matory  process  (peritonitis  or  cellulitis),  is  not  always 
so.  The  principal  causes  are  three  in  number,  viz.  : 

1.  Tuberculous  changes  in  any  of  the  pelvic  tissues. 

2.  Suppuration  in  hsematocele,  ovarian  cyst,  der¬ 
moid  cyst,  or  extra-uterine  pregnancy. 

3.  Inflammatory  suppuration  in  the  pelvic  perito¬ 
neum  or  areolar  tissue,  the  ovaries  or  Fallopian  tubes, 
and,  lastly,  in  the  uterus  itself. 

The  most  favourable  termination  is  the  discharge 
of  the  pus  through  the  vagina  or  rectum,  and  next 

through  the  abdominal  walls. 

Abscess  in  the  pelvis  requires  to  be  distinguished 

from — - 

1.  Hsematocele ; 

2.  Extra-uterine  pregnancy ; 

3.  Tubal  dropsy. 

Treatment. — Nothing  can  be  done  medicinally,  ex¬ 
cept  to  keep  up  the  patient’s  strength  by  iron  and 
bark,  with  a  nutritious,  easily  assimilable  diet  and 
stimulants.  Should  an  abscess  show  a  disposition  to 
point  and  discharge  through  a  favourable  channel,  the 
case  may  be  kept  under  observation,  as,  except  the 
symptoms  are  very  urgent,  it  is  not  desirable  to  intei- 
fere  by  surgical  means. 
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XV.  DISEASES  OF  UTERUS. 

1.  Congestion  and  enlargement. 

2.  Displacements. 

3.  Metritis  (parenchymatous). 

4.  Endometritis. 

5.  Endocervicitis. 

6.  Carcinoma  and  sarcoma. 

1.  Enlargement  of  the  Uterus. 

Apart  from  pregnancy,  this  may  proceed  from  : 

1.  Subinvolution. 

2.  Congestion. 

3.  Acute  and  chronic  inflammation,  leading  to 
,  4.  Hypertrophy. 

5.  Interstitial  or  submucous  fibroids. 

6.  Polypi. 

Enlargement  of  the  uterus  from  chronic  inflamma¬ 
tory  changes  never  causes  menorrhagia.  When  the 
result  of  subinvolution,  menorrhagia  is  a  marked 
symptom. 

1.  Subinvolution. This  results  from  an  arrest 
in  the  normal  process  of  involution ,  after  parturition, 
in  consequence  of  too  early  rising  after  labour.  It  is 
especially  liable  to  occur  in  women  who  have  suffered 
from  attacks  of  pelvic  peritonitis  or  cellulitis. 

The  symptoms  are  :  (1)  uterus  is  larger  and  deeper 
than  normal  (as  ascertained  by  means  of  the  uterine 
sound) ;  (2)  menorrhagia ;  (3)  leucorrhoea.  The  pa¬ 
tient  is  weak  and  anaemic,  and  complains  of  lumbar 
and  sacral  pains,  together  with  bearing-down  sensation 
in  pelvis  and  vesical  tenesmus.  In  addition,  it  fre¬ 
quently  leads  to,  or  is  complicated  with— 

Retroflexion  or  anteflexion. 

Endometritis. 
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Endocervicitis. 

Prolapse  and  procidentia. 

Chronic  congestion  of  uterus. 

2.  Congestion  of  Uterus. 

Causes. — 1.  Cold  or  shock  during  menstrual  period. 

2.  Subinvolution. 

3.  Displacement  of  uterus. 

4.  Valvular  disease  of  heart,  leading  to  venous  con¬ 
gestion. 

If  long  continued,  it  may  run  on  to  parenchymatous 
metritis,  and  ultimate  hypertrophy  and  enlargement 
(chiefly  of  fibrous  elements  of  uterine  structure).  In 
the  first  instance,  the  congestion  bears  principally  on 
the  mucous  membrane  of  the  uterus,  which  becomes 
thickened  and  vascular  ;  hsemorrhage  is,  consequently, 
frequently  present.  Enlargement  of  the  uterus,  as 
the  result  of  a  long-continued  sub-inflammatory  pro¬ 
cess,  however,  does  not,  as  a  rule,  cause  menorrhagia. 

In  simple  congestion  of  the  uterus,  the  os  is  heavy, 
and  bleeds  on  being  touched.  Patient  complains  of 
lumbar  and  sacral  pains,  and  sensation  of  weight  in 
pelvis,  often  irritability  of  the  bladder,  and  leucor- 
rhcea,  with  dysmenorrhoea  and  menorrhagia. 

Complications. — 1.  Displacement  of  uterus. 

2.  Erosion  of  os. 

3.  Endocervicitis. 

4.  Endometritis. 

3.  Metritis  (Inflammation  of  Parenchyma  of 

Uterus). 

It  may  be  acute  or  chronic. 

Acute  Metritis. — This  is  generally  consecutive 
to  acute  endometritis ;  but  there  is  also  a  puerperal 
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form.  It  may  lead  to  localized  peritonitis,  suppura¬ 
tion,  and  abscess. 

Symptoms. — Great  pain  in  the  region  of  the  uterus, 
with  fever,  and  rectal  and  vesical  discomfort.  Hae¬ 
morrhage,  which  may  be  profuse,  is  sometimes  a 
symptom.  Great  tenderness  on  pressure  over  fundus 
of  uterus,  and  on  vaginal  examination,  when  the 
vagina  will  be  found  hot  and  moist,  while  the  uterus 
is  heavy  and  painful. 

When  not  consecutive  to,  it  is  likely  to  cause  endo¬ 
metritis  and  local  peritonitis. 

Treatment. — Kest  in  bed,  hot  and  moist  applications 
to  hypogastrium,  with  belladonna  fomentations ;  ten 
to  twenty  leeches  may  be  applied  with  advantage  to 
abdomen.  Opium,  or  calomel  and  opium,  internally 
(calomel  gr.  ij.,  ext.  opii  gr.  J,  quarta  qu&que  hora). 

No  purgatives. 

Chronic  Metritis.— This  is  the  result  of  sub¬ 
involution ,  long-standing  congestion ,  displacements,  can¬ 
cerous  infiltration,  etc. 

Complications. — 1.  Excoriation  of  os. 

2.  Sympathetic  hyperaemia  of  ovaries. 

3.  Catarrh  of  vagina,  bladder,  and 

rectum. 

Symptoms. — Painful  sense  of  weight  and  pressure  in 
the  hypogastric  region,  aggravated  by  standing  and  . 
walking ;  pain  in  anus  and  down  thighs.  The  ileo- 
hypogastric  nerve  is  frequently  the  seat  of  pain. 
There  is,  in  addition,  dorsal,  lumbar,  and  sacral  pain 
(and  this  may  last  after  the  metritis  proper  is  cured). 
Coccygodynia,  pruritus  vaginae  and  vulvae,  tendency 
to  hysteria,  neuralgia  and  ‘  uterine  'headache  ’  are  also 
occasional  symptoms.  The  os  is  tender  to  the  touch, 
and  the  vagina  is  hot ;  the  enlarged  uterus  may  be 
felt  above  the  pubes.  There  is  often  loss  of  hair  and 
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pigmentation  (brownish  spots  on  forehead,  chin,  and 
cheeks). 

Treatment . — Here  the  recumbent  position  should  be 
avoided  as  much  as  possible.  Local  abstraction  of 
blood  by  means  of  a  number  of  small  incisions  in  os, 
or  by  means  of  a  few  leeches  on  perineum.  Mechanical 
support  of  uterus  by  means  of  suitable  pessary  and 
counter-irritants  (tinct.  iodi,  etc.)  to  hypogastrium, 
warm  hip-baths,  hot  vaginal  injections  (105°  to  110°), 
actual  cautery  to  os. 

4.  Endometritis  (Inflammation  of  Mucous  Membrane 

of  Uterus). 

It  may  occur  in  both  married  and  single  women, 
and  may  be  primary  or  secondary ,  acute  or  chronic. 

Causes. — (1)  Subinvolution  ;  (2)  injury ;  (3)  cold 
during  menstrual  period ;  (4)  extension  of  inflamma¬ 
tion,  as  in  gonorrhoea,  etc. 

Symptoms. — The  first  symptom  in  women  who  have 
borne  children  is  profuse  and  painful  menstruation 
and  leucorrhoea.  There  is  pain  and  weight  in  pelvis, 
back,  and  groins,  rectal  and  vesical  tenesmus,  with 
tenderness  on  pressure,  and  increased  vascularity  of 
uterus.  The  cervix  is  thickened,  the  os  patulous,  with 
everted  and  possibly  eroded  lips ;  there  is  a  copious 
discharge  of  thick,  tenacious,  irritating  matter  of 
alkaline  reaction.  The  sound  passes  easily  beyond 
internal  os. 

Treatment. — Here  exploration  with  the  uterine  sound 
should  be  avoided  as  far  as  possible.  The  patient 
should  be  kept  quiet  in  bed  during  the  acute  stage, 
hot  moist  applications  to  hypogastrium,  and  copious 
warm  vaginal  injections.  When  inflammatory  stage 
is  passed,  treatment  should  be  directed  to  restoring 
the  mucous  membrane  of  the  uterus  to  a  healthy  con- 
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dition.  For  this  purpose  the  application  of  pure 
carbolic  acid,  chromic  acid,  or  nitric  acid  by  means  of 
the  sound,  around  the  end  of  which  a  little  cotton¬ 
wool  has  been  twisted,  is  useful.  Some  practitioners 
protect  the  cervical  canal  by  the  introduction  of  a 
small  vulcanite  tube.  If  necessary,  the  os  must  be 
dilated  to  allow  of  passage  of  medicated  sound.  The 
uterus  has  sometimes  been  scraped,  and  the  diseased 
membrane  removed  by  means  of  the  curette.  The 
general  health  must  be  attended  to,  and  the  bowels 
regulated  by  means  of  blue  pill,  etc. 

Childless  women  often  seek  advice  on  account  of 
sterility  or  dysmenorrhoea,  menstruation  before  mar¬ 
riage  having  been  normal,  but  since  having  become 
painful  and  profuse.  In  these  cases  the  cervix  is  often 
found  to  be  conical,  more  or  less  elongated,  or  swollen 
and  congested ;  the  fundus  is  sometimes  anteflected. 

The  only  remedy,  according  to  some  authors,  is 
division  of  the  posterior  wall  of  cervix  with  a  bistoury 
or  mitrotome,  followed  by  the  introduction  of  a  stem 
pessary  to  prevent  contraction. 

5.  Eniocervicitis  (Inflammation  of  Mucous 
Membrane  of  Cervix). 

(  1.  Frequent  parturition. 

Causes. — Predisposing.  <  2.  Prolonged  lactation. 

(  3.  Subinvolution. 

"1.  Displacement  of  uterus. 

2.  Injury. 

3.  By  extension  of  inflam- 
Exciting.  -{  mation. 

4.  Puerperal  (including  la¬ 

cerations  of  cervix). 

5.  Polypi. 
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Symptoms . — Back-ache,  pain  and  tenderness  over 
ovary  (generally  the  left),  and  along  edge  of  false 
ribs,  irritability  of  bladder  and  pruritus,  painful, 
profuse,  and  possibly  irregular  menstruation,  and 
vaginitis.  The  os  is  patulous,  with  everted  lips  ;  the 
cervical  canal  is  blocked  by  a  thick,  tenacious  dis¬ 
charge,  resembling  white  of  egg,  secreted  by  the 
inflamed  glandulse  Nabothi  (cervical  glands).  Flaky 
vaginal  discharge.  If  the  symptoms  are  aggravated 
at  the  approach  of  the  menstrual  period,  the  inflam¬ 
mation  has  probably  passed  the  internal  os. 

Treatment. — Here  the  skin  must  be  kept  in  good 
working  order  by  tepid  baths,  and  the  bowels  must 
be  kept  open.  A  mixture  of  sulphate  of  iron,  sul¬ 
phate  of  magnesia,  and  dilute  sulphuric  acid  (aperient 
iron  mixture)  is  very  useful  internally  in  these  cases  ; 
while,  if  there  be  much  pain,  bromide  of  potassium 
may  be  given.  The  digestion  should,  if  necessa^,  be 
improved  by  the  administration  of  one  or  other  of  the 
vegetable  tonics. 

Locally  the  condition  of  the  parts  is  often  benefited 
by  a  number  of  small  incisions  in  the  os  to  lessen  the 
congestion ;  or  it  may  be  cauterised  with  nitric  acid, 
perchloride  of  iron,  or  carbolic  acid,  followed  by  the 
insertion  into  the  vagina  of  a  plug  of  cotton-wool 
steeped  in  glycerine  of  tannic  acid.  If  os  be  granular, 
it  is  well  to  begin  by  dilating  it  with  sponge  or 
laminaria  tent ;  or  it  may  be  scraped,  and  the  diseased 
glands  removed  with  the  curette. 

This  condition  is  often  associated  with  flexures  of 
the  cervical  canal. 

Granular  Degeneration  of  the  Cervix  Uteri. 

This  is  a  common  condition,  often  known  as  granu¬ 
lar  ulcer,  erosion  of  the  cervix,  or  abrasion.  It  attends 
all  the  diseases  of  the  uterus  or  cervix  which  result  in 
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leucorrhoea,  and  is  predisposed  to  by  an  enfeebled  state 
of  the  health,  ansemia,  or  chlorosis.  It  is  more  directly 
caused  by  lacerations  of  the  cervix,  displacements  of 
the  uterus,  or  endometritis ,  habitual  over-excitation 
of  the  genital  system,  or  from  irritation  due  to  ill- 
fitting  pessary. 

Symptoms. — Beyond  profuse  leucorrhoea,  this  condi¬ 
tion  does  not  reveal  itself  by  any  very  characteristic 
symptoms ;  these  are  generally  masked  by  the  disease 
to  which  it  is  secondary.  Pain  and  slight  haemor¬ 
rhage  after  sexual  intercourse  are,  however,  frequently 
present,  with  pain  in  back  and  loins,  and  on  locomo¬ 
tion,  and  possibly  menorrhagia  or  metrorrhagia. 

On  vaginal  examination  the  condition  is  readily 
diagnosed,  either  by  the  finger,  or,  if  necessary,  by 
means  of  the  speculum. 

Treatment. — The  general  health  must  be  improved 
by  the  abandonment  of  any  pernicious  habits,  and  by 
the  reposition  of  any  displacement  of  the  uterus  as  far 
as  attainable,  support  being  subsequently  afforded,  if 
necessary,  by  means  of  a  pessary.  Copious  vaginal 
injections  of  slightly  carbolized  water  (1 — 100),  or 
permanganate  of  potash  (gr.  xx.  to  Oi.),  should  be 
used  at  least  twice  a  day  ;  and  the  granulations  may 
be  treated  locally  by  the  application  once  or  twice  a 
week  of  pure  carbolic  acid,  chromic  acid  (saturated 
solution),  or  tincture  of  iodine.  If  due  to  lacerations 
of  the  cervix  uteri,  these  should  be  pared,  and  brought 
together  with  silver  sutures.  Thomas  recommends  a 
vaginal  suppository  of  aluminis,  gr.  3,  unguentum 
hydrargyri,  gr.  x,  plumbi  iodid.,  gr.  v.,  to  be  used  once 
or  twice  a  day. 

Fibroid  Tumours  of  Uterus. 

These  are  most  frequently  found  in  women  over 
thirty,  especially  in  those  who  have  not  borne  children, 
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or  have  suffered  from  menstrual  disorders  of  long 
standing.  The  negro  race  is  peculiarly  liable  to  these 
growths. 

Varieties. — 1.  Sub-peritoneal. 

2.  Interstitial  (intra-mural). 

3.  Sub-mucous. 

Pathology. — They  are  identical  in  structure  with  the 
uterine  walls,  though  the  connective  tissue  may  pre¬ 
ponderate.  They  are  often  surrounded  by  a  zone  of 
connective  tissue,  which  forms  a  capsular  investment 
for  the  growths.  They  are  most  frequent  at  fundus. 

Sub-peritoneal. — This  variety  is  rare.  It  does 
not  affect  menstruation,  or  cause  any  inconvenience, 
except  from  its  weight.  It  may  sometimes  be  felt  as 
a  rounded  solid  tumour  through  the  abdominal  walls. 
It  is  often  extremely  mobile,  and,  when  drawn  up¬ 
wards,  may  be  felt  to  drag  upon  the  uterus.  The 
pedicle  is  often  long  and  slender,  or  may  disappear 
and  leave  the  tumour  free.  Their  structure  is  iden¬ 
tical  with  that  of  the  uterus. 

Interstitial  (Intra-mural). — This  is  at  once  a 
more  common  and  more  important  variety. 

Symptoms. — The  menses  increase  in  quantity  and 
in  duration,  until  the  patient  may  be  scarcely  ever 
free  from  haemorrhage ;  and,  unlike  normal  menstrual 
blood,  the  blood  frequently  comes  away  in  clots.  The 
uterus  undergoes  enlargement,  as  ascertained  by  the 
uterine  sound.  Its  presence  induces  congestion,  and, 
by  obstructing  the  flow  (as  it  may  do  when  it  presses 
upon,  or  encroaches  upon,  the  cervical  canal),  it  may 
cause  severe  dysmenorrhoea.  Similar  pressure  may 
affect  the  bladder  and  rectum,  causing  dysuria  or 
retention,  constipation,  or  rectal  tenesmus.  Profuse 
leucorrhoea  or  hydrorrhoea  is  also  present,  with  pain 
and  pelvic  discomfort.  The  result  is  great  mental 


54 


depression  and  anaemia.  On  vaginal  examination  the 
os  may  be  deviated  or  twisted  out  of  its  normal  site 
and  inclination,  and  a  tumour  may  sometimes  be  felt 
resembling  a  retroflexed  uterus,  from  which  it  wTill 
be  distinguished  by  the  sound.  The  sound  is  of  great 
value  in  these  cases,  as  it  enables  us  to  ascertain  (1) 
the  depth  of  the  uterus ;  (2)  its  inclination ;  (3)  the 
presence  of  inequalities  on  its  internal  surface.  Be¬ 
fore  using  the  sound,  however,  the  possibility  of 
pregnancy  must  be  eliminated. 

If  the  fibroid  be  in  the  neighbourhood  of  the  cervix, 
the  cervical  canal  may  be  rendered  tortuous,  or  be 
totally  obstructed,  with  consequent  difficulty  in  the 
passage  of  the  sound. 

Combined  abdominal  and  vaginal  (and,  if  necessary, 
rectal)  examination  will  further  assist  us  in  distin¬ 
guishing  fibroids  from  (1)  cellulitis  ;  (2)  hsematocele  ; 
(3)  ovarian  tumours ;  (4)  ante-  or  retro-flexions,  or 
(5)  faecal  impactions. 

A  careful  inquiry  into  previous  history  and  age  of 
patient  is  indispensable  to  a  correct  diagnosis. 

Course  and  terminations. — The  tumour  may  grow 
until,  partly  from  exhaustion  consequent  on  the  con¬ 
tinuous  drain,  partly  from  pressure  effects  on  neigh¬ 
bouring  organs,  a  fatal  result  may  ensue.  When  left 
to  nature,  the  tumour  sometimes  ceases  to  increase  in 
size,  or  may  even  become  smaller ;  or  it  may  become 
calcified  and  remain  inert ;  or  it  may  rupture  its  cap¬ 
sule  and  escape  under  the  influence  of  uterine  con¬ 
traction  ;  or,  lastly,  it  may  break  down  or  slough 
away.  In  the  latter  case  there  is  danger  of  septi¬ 
caemia. 

Treatment. — We  may  endeavour  to  aid  in  its  expul¬ 
sion  by  the  administration  of  ergot,  either  by  the  mouth 
or  subcutaneously  (in  injecting  preparations  of  ergot 
subcutaneously,  it  should  be  done  deeply  into  the 
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substance  of  muscles  ;  preferably  the  glutei,  as  other¬ 
wise  there  is  a  risk  of  sloughing  occurring).  If,  after 
dilatation  of  os  and  careful  examination,  the  tumour 
is  found  to  be  near  the  surface,  it  may  be  cut  down 
upon  and  enucleation  attempted,  or  it  may  be  gouged 
out  or  torn  away  (avulsion). 

In  severe  cases  the  uterus  has  been  removed,  leaving 
only  the  cervix ;  and  in  others  the  removal  of.  the 
ovaries  (oophorectomy)  has  been  advised  and  practised, 
with  the  view  of  putting  a  stop  to  the  haemorrhage. 

It  is  important,  however,  before  resorting  to  any 
measure  beyond  the  administration  of  ergot,  to  re¬ 
member  that,  if  we  can  postpone  active  measures  until 
the  menopause,  the  patient  will  probably  much  im¬ 
prove  at  that  epoch  from  the  cessation  of  the  menses. 

With  the  object,  therefore,  of  checking  the  haemor¬ 
rhage,  it  is  well  to  try  a  mixture  of  the  Tinct.  ferri 
perchlor.  and  Extract.  Ergotae  licjuid,  combined  with 
copious  vaginal  douches  at  a  temperature  of  110°  to 
115°  Fahr.,  each  douche  comprising  about  a  gallon  of 
hot  water,  and  repeated,  if  necessary,  twice  or  thrice 
a  day.  Rest  in  the  horizontal  position,  with  elevated 
pelvis,  in  a  cool  room,  is  imperative  during  continuance 
of  haemorrhage. 

The  bowels  should  be  kept  open,  and  the  patient’s 
strength  sustained  by  a  liberal,  but  unstimulating, 
diet,  comprising  stimulants  in  moderation. 

If  sloughing  of  the  tumour  take  place,  the  vagina 
should  be  frequently  washed  out  with  a  solution  of 
carbolic  or  boracic  acid  (1—100)  or  perchloride  of 
mercury  (1  in  1,000). 

It  is  remarkable  that,  in  the  event  of  pregnancy, 
these  tumours  undergo  a  striking  increase  in  size; 
and,  further,  they  not  unfrequently  disappear  al¬ 
together  during  the  process  of  involution. 

The  sub-mucous  fibroids  are  described  in  the  chapter 
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on  uterine  polypi,  from  which  they  are  clinically 
indistinguishable. 

Differential  Diagnosis  between  Ovarian 
Tumours  and  Fibroids. 


Ovarian  Tumours. 
Generally  before  30. 

Is  situated  in  one  or  other  iliac 
fossa  (at  any  rate,  in  early 
stage). 

Growth  comparatively  rapid. 
Menstruation  normal  or  absent. 


Uterus  of  normal  size ;  it  may 
be  pushed  to  one  side. 
Tumour  is  globular,  semi-elastic, 
and  movable. 


Fibroids. 

Rare  before  30. 

More  or  less  central  in  posi¬ 
tion. 

Growth  slow. 

Menstruation  profuse  (in  sub- 
peritoneal  variety  menstrua¬ 
tion  is  not  affected). 

Size  and  depth  of  uterus  is  in¬ 
creased. 

Tumour  is  hard  and  nodulated, 
and  may  be  quite  fixed.  It 
communicates  its  movement 
to  uterus,  and  vice  versa. 


7.  Polypus. 

There  are  two  varieties — the  mucous  or  glandular, 
and  the  fibrous. 

Mucous  Polypi. — These  generally  spring  from  the 
cervical  canal,  where  they  may  be  seen  projecting  as 
a  small  highly  vascular  growth  of  a  bright  pink  colour, 
which  is  extremely  sensitive,  and  bleeds  on  the  slightest 
touch. 

The  symptoms  are  (1)  haemorrhage,  (2)  leucorrhoea, 
(3)  pain. 

Treatment. — Dilatation  of  os  with  sponge  or  lami¬ 
naria  tent  often  effects  a  radical  cure  by  obliterating 
the  growth ;  otherwise  it  may  be  removed  by  caustics 
or  by  the  actual  cautery. 

Fibrous  Polypi. — From  a  clinical  point  of  view 
these  are  identical  with  the  so-called  sub-mucous 
fibroids,  which  they  resemble  moreover  in  structure. 
They  are  the  most  common  variety  of  intra-uterine 
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polypus,  and  they  generally  spring  from  the  fundus. 
They  may  lead  to  inversion  of  that  part  of  the  uterus 
to  which  they  are  attached,  and  the  symptoms  to 
which  they  give  rise  require  to  be  distinguished  from 
those  of  inversion  proper.  This  may  he  done  by 
noticing  that  the  pedicle  of  a  polypus  allows  of  a 
certain  freedom  of  rotation,  which  is  painless,  whereas 
an  inverted  uterus  is  fixed,  and,  if  moved,  causes  pain. 
Further,  the  sound  will  show  an  increased  depth  in 
the  one  case  (polypi),  while  its  introduction  is  evidently 
impracticable  if  the  inversion  be  complete ;  or,  if  in¬ 
complete,  it  can  only  be  passed  a  short  distance. 

Symptoms. — Severe  haemorrhage  is  always  a  pro¬ 
minent  symptom,  and  is  accompanied  by  bearing-down 
pains  in  region  of  uterus.  The  case  may  be  aggravated 
by  the  induction  of  congestion,  inflammation,  or  dis¬ 
placement  of  uterus. 

It  may  become  detached  and  be  expelled,  or  it  may 
slough  when  septicaemia  may  be  caused. 

On  dilating  the  os,  the  polypus  may  be  seen  and 
examined.  It  sometimes  escapes  through  the  cervix, 
and  becomes  strangulated,  thus  effecting  a  natural 
cure. 

Treatment. — The  best  plan,  when  the  diagnosis  has 
been  made,  is  to  thoroughly  dilate  the  os,  and  remove 
the  growth  with  the  wire  or  chain  ecraseur,  or  by 
means  of  the  galvanic  cautery. 


XVI.  DISPLACEMENTS  OF  UTERUS. 

1.  Anteflexion  or  anteversion. 

2.  Retroflexion  or  retroversion. 

3.  Inversion. 

4.  Prolapse  and  procidentia. 

5.  Ascent. 
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1.  Anteflexion 

is  said  to  be  ‘a  common  and  troublesome  affection,’ 
occurring  in  both  married  and  single  women,  and 
often  congenital,  little  amenable  to  treatment,  and 
often  associated  with  sterility  and  painful  menstrua¬ 
tion.  Great  difference  of  opinion  exists  as  to  its 
frequency  and  as  to  its  importance  in  the  production 
of  troublesome  symptoms.  It  causes  rectal  and  vesical 
tenesmus  and  leucorrhoea.  Patient  complains  of  diffi¬ 
culty  in  walking.  Per  vaginam,  a  tumour  may  be 
perceptible  through  the  upper  part  of  anterior  wall  of 
vagina,  and  the  sound  will  show  whether  this  be  the 
fundus  uteri.  The  os  may  be  in  normal  position.  It 
is  said  to  be  conduced  to  by  tight-lacing  and  heavy 
clothing,  and  it  may  be  dragged  down  with  the 
anterior  wall  of  the  vagina  in  cystocele  (prolapse  of 
anterior  wall  of -vagina  and  base  of  bladder);  or  it 
may  be  induced  by  any  cause  which  increases  weight 
of  fundus,  such  as  subinvolution,  fibroids,  etc.,  especi¬ 
ally  if  the  structures  normally  supporting  the  uterus 
be  relaxed. 

Treatment. — Reposition  by  means  of  sound,  if 
possible.  The  uterus,  when  replaced,  to  be  maintained 
in  position  by  special  pessary.  Thomas  suggests  the 
use  of  a  sponge  tent  bent  to  curve  of  uterus,  and  con¬ 
taining  a  spring  which,  when  the  sponge  softens,  will 
steadily  tend  to  redress  the  uterus.  Any  habits  likely 
to  conduce  to  this  displacement  must,  of  course,  be 
discarded,  such  as  tight-lacing  or  the  attachment  of 
heavy  clothing  round  the  waist.  Abdominal  support 
by  means  of  a  suitable  belt  or  otherwise  may  be  of 
use  to  maintain  the  uterus  in  proper  position.  Division 
of  the  posterior  wall  of  cervix  is  recommended  to 
facilitate  escape  of  discharges. 

Anteversion. — This  is  a  normal  occurrence  in  the 
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early  stage  of  pregnancy,  but  it  may  occur  inde¬ 
pendently,  though  the  frequency  of  its  occurrence, 
exclusive  of  pregnancy,  is  the  subject  of  much  con¬ 
troversy. 

Its  causes  are  the  same  as  anteflexion  (quod  vide). 

Here  the  os  uteri  is  tilted  up  into  the  hollow  of  the 
sacrum,  and  may  be  quite  out  of  reach.  A  tumour 
may  be  perceptible  through  the  anterior  cut  de  sac , 
and  conjoined  vagino-abdominal  examination  will 
show  this  to  be  the  body  of  the  uterus. 

Treatment. — This  is  generally  easier  than  in  cases  of 
anteflexion,  because  anteversion  is  rarely  complete. 
The  woman  should  lie  on  her  back,  and  the  bladder 
emptied.  Two  fingers  should  then  be  introduced  per 
vaginam,  and  made  to  press-  the  fundus  upwards,  flhe 
other  hand  should  be  placed  on  the  abdomen,  and  the 
viscera  pushed  upwards,  so  as  to  take  off  all  pressure. 
In  this  way  Thomas  says  reposition  is  easily  effected 
in  the  absence  of  adhesions ;  the  operation  may  require 
to  be  repeated.  Should  difficulty  be  experienced  (only 
anteversion,  due  to  causes  other  than  pregnancy,  is 
alluded  to),  the  sound  must  be  introduced  and  gently 
rotated  so  as  to  rectify  position,  and  this  must  be 
done  several  times,  so  as  gradually  to  stretch  any 
adhesions. 

When  replaced,  attempts  should  be  made  to  retain 
the  uterus  in  position  by  means  of  suitable  pessary. 

2.  Retroflexion. 

This,  though  sometimes  congenital,  is  far  more 
commonly  caused  by : 

1.  Enlargements  of  uterus  (pregnancy,  fibroids,  sub¬ 
involution,  and  congestion). 

2.  Contraction  of  adhesions  after  peritonitis  or 

cellulitis. 
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3.  Cystocele  and  rectocele. 

4.  Violent  efforts  and  a  distended  bladder. 

5.  Weakening  of  uterine  supports  from  parturition, 
ruptured  perineum,  etc. 

It  is  probably  conduced  to  by  tight  and  heavy 
clothing  and  accumulation  of  fsecal  matter  in  lower 
part  of  intestine. 

It  occurs  most  frequently  during  the  period  of 
menstrual  activity,  and  it  is  met  with  in  both  married 
and  single  women.  The  fundus  may  get  locked  under 
the  sacral  promontory. 

Symptoms. — Patient  complains  of  dragging  pain  in 
back  and  loins,  with  difficulty  of  locomotion,  and  pain 
on  sexual  intercourse.  Menorrhagia  and  uterine  con¬ 
gestion  generally  result,  with  dysmenorrhcea  and 
leucorrhoea.  Pain  along  course  of  crural  nerve.  The 
stomach  may  sympathise  and  give  rise  to  obstinate 
vomiting,  and  the  mammae  may  become  enlarged  and 
painful.  Other  sequelae  are:  Sterility,  endo-cervicitis, 
or  endo-metritis  and  granular  erosion  of  os  uteri. 

On  vaginal  examination  a  rounded  tumour  is  felt 
at  upper  and  posterior  part  of  vagina ;  better  felt  by 
conjoined  recto-abdominal  palpation.  If  the  sound  be 
introduced  (pregnancy  having  been  excluded),  it  will 
enter  with  the  concavity  backwards. 

When  associated  with  pregnancy,  if  not  replaced, 
either  abortion  will  occur  or  the  patient  may  die. 

Treatment. — Reposition  may  sometimes  be  effected, 
if  the  displacement  be  recent,  by  simply  pushing  up 
the  fundus  from  the  vagina  or  rectum,  a  lateral  direc¬ 
tion  being  given  to  the  fundus  in  order  to  avoid  the 
promontory.  If  necessary,  this  manoeuvre  may  be 
aided  by  passing  the  sound  into  the  uterus,  and 
gently,  but  forcibly,  rotating  it  so  as  to  bring  the 
concavity  of  the  sound  forward.  The  uterus  should 
be  maintained  in  this  position,  if  possible,  by  a  proper 
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pessary ;  but  should  it  return  when  the  sound  is  with¬ 
drawn,  the  operation  must  be  repeated  at  intervals  of 
a  day  or  two  until  it  resumes  its  proper  inclination. 
The  postural  treatment  is  also  recommended,  this 
consists  in  placing  the  woman  on  her  knees  and  chest 
prior  to  attempting  reduction. 

Retroversion.— This  is  much  rarer  than  the  pre¬ 
ceding  and  is  almost  invariably  associated  with 
pregnancy.  Hence  the  importance  of  prompt  and 
efficient  treatment,  otherwise  abortion  or  death  wi 
inevitably  follow.  As  the  uterus  increases  in  size  it 
is  apt  to  get  jammed  against  the  promontoiy,  and 

cause  severe  symptoms. 

Symptoms. — Dysuria  or  retention  is  a  constant  and 
urgent  symptom.  It  is  to  be  noticed  here,  and  m  all 
cases  of  retention  of  urine,  that  urine  may  constantly 
dribble  away,  though  the  bladder  is  distended  to  its 
utmost  (stillicidium),  so  that  an  examination  should 
always  he  made  of  the  state  of  the  bladaei.  Recta 
tenesmus  and  pelvic  pain  and  discomfort  are :  also 
present.  On  palpation  and  vaginal  examination  the 
fundus  is  found  to  be  absent  from  its  normal  site,  and, 
on  searching,  it  may  be  found  above  and  behind  the 
posterior  ad  de  sac  as  a  hard  globular  tumoui. 
os  is  right  up  behind  the  pubes,  so  as  possibly  only  to 
be  reached  with  difficulty. 

Treatment. — The  sound  cannot,  of  course,  be ■use 
here  but  by  pushing  up  the  fundus  from  the  lectun 
with  a  lateral  deviation  so  as  to  avoid  the  promontory, 
and,  at  the  same  time,  hooking  down  the  os  from  its 
abnormal  position  by  means  of  a  finger  produced 
into  the  vagina,  reposition  may  often  be  effected  with¬ 
out  too  much  difficulty.  If  necessary,  Barnes  s  bags 
may  be  introduced  into  the  rectum  and  inflated  so 
as  to  exercise  steady  pressure  on  the  fundus.  The 
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postural  treatment  is  peculiarly  applicable  to  this  form 
of  displacement. 

If  reposition  cannot  be  effected,  our  only  resource  is 
to  induce  abortion  by  rupturing  the  membranes  or 
otherwise. 

3.  Inversion. 

This  is  almost  invariably  subsequent  to  parturition 
from  traction  on  the  flaccid  walls  of  the  uterus  by  the 
placenta,  polypi,  or  tumours. 

The  site  of  attachment  of  the  placenta  is  said  to  be 
sometimes  the  seat  of  local  paralysis  of  the  muscular 
substance,  and  the  effect  of  the  contraction  of  the 
healthy  tissue  around  it  is  to  force  this  paralysed  part 
into  the  uterus,  which  may  go  on  to  complete  in¬ 
version. 

Symptoms. — The  first  symptoms  are  haemorrhage 
and  collapse,  the  latter  being  in  proportion  to  the 
amount  of  haemorrhage,  which,  in  turn,  depends  on 
the  extent  of  detachment  of  the  placenta.  If  this  be 
considerable,  the  haemorrhage  may  be  such  as  to  prove 
immediately  fatal.  From  the  abdomen  the  uterus 
may  be  found  to  be  absent,  or  a  cup-shaped  depression 
may  be  detected  at  the  fundus.  Vaginal  examination 
will  at  once  clear  up  the  diagnosis  if  the  degree  of 
inversion  be  marked,  the  only  possible  error  being  its 
confusion  with  a  polypus,  from  which  it  may  be  dis¬ 
tinguished  by  its  fixity  and  by  the  inability  to  pass 
the  sound.  If  slight,  it  may  escape  detection  ;  and 
then,  later  on,  the  woman  suffers  from  dragging  pain 
in  the  back,  with  difficulty  in  walking  and  in  micturi¬ 
tion  and  deffecation ;  smart  attacks  of  haemorrhage 
from  time  to  time  also  occur,  and  render  her  anaemic 
and  dispirited.  If  the  sound  be  passed  into  the 
bladder,  and  a  finger  be  introduced  into  the  rectum, 
the  point  of  the  sound  may  be  felt  above  the  uterus, 
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showing  the  absence  of  the  fundus  from  its  normal 

situation.  „  , 

Treatment. — The  formation  of  adhesions  is  the  only 

real  bar  to  reposition,  no  matter  at  what  period.  ^  The 
inverted  fundus  may,  however,  be  so  firmly  gripped 
by  the  os  uteri  as  to  render  reposition  extremely  dim- 
cult.  In  this  case  a  number  of  small  incisions  should 
be  made  in  the  constricting  os,  and  continuous  pressure 
applied  by  a  suitable  mechanical  arrangement.  In 
ordinary  cases,  the  fingers  should  be  ananged  in  t  e 
form  of  a  cone,  and  brought  to  bear  on  the  fundus, 
which  will  sometimes  return  with  a  snap ;  or  pressure 
may  be  applied  by  instrumental  means.  Failing  le- 
position  by  any  of  these  means,  it  may  be  necessary 
to  amputate  the  fundus  by  means  of  the  6craseur  or 

galvanic  cautery. 

4.  Prolapse  and  Procidentia. 

These  are  degrees  of  the  same  variety  of  uterine 
displacement,  the  latter  term  indicating  a  downward 
displacement  to  such  an  extent  as  to  bring  the  uterus 
outside  the  vulva. 

They  are  predisposed  to  by  any  cause  which  relaxes 
or  stretches  the  ligamentous  supports  of  the  uterus 
above,  or  weakens  those  which  normally  assist  in 
holding  it  in  position  below,  as  for  instance  : 

/  Child-bearing  and  ruptured  perineum. 

_  ..  .  J  Laborious  occupations. 

Predisposing.  ^  Advanced  age,  and  loss  of  tone  of 

b  tissues. 

/  Increase  in  weight  of  uterus.. 

)  Violent  efforts,  such  as  coughing,  strain- 
Exciting.  ing  at  stool,  etc. 

b  Prolapse  of  vagina,  bladder,  or  rectum. 
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It  generally  takes  place  gradually,  under  one  or 
more  of  the  above  influences,  until  procidentia  is 
reached. 

In  minor  'cases,  the  os  uteri  may  simply  he  lower 
than  usual ;  hut  it  may  be  visible  at  the  vulva,  or 
pass  bodily  out,  followed  by  the  rest  of  the  uterus. 
The  symptoms  comprise  a  sensation  of  dragging  and 
weight  in  the  pelvis,  with  rectal  and  vesical  irritation, 
great  difficulty  and  fatigue  in  walking,  inability  to 
lift  heavy  weights,  and  leucorrhoea.  It  may  cause 
congestion  of  the  uterus,  or,  by  dragging  on  the  walls 
of  the  vagina,  give  rise  to  rectocele  or  cystocele. 

Treatment. — As  a  rule,  little  difficulty  is  experienced 
in  replacing  the  uterus,  if  the  woman  be  placed  on 
her  back,  after  emptying  the  bladder  and  rectum  ; 
but,  from  the  weakness  and  inefficiency  of  its  natural 
supports,  the  displacement  readily  recurs.  The  re¬ 
medy  will  depend  on  the  primary  cause  or  causes.  If, 
for  example,  the  perineum  be  ruptured,  an  operation 
for  its  reparation  is  indicated  (colporrhaphy).  If  the 
vagina  be  unduly  large  and  flaccid,  a  V-shaped  piece 
of  mucous  membrane  may  be  removed  from  the  pos¬ 
terior  wall,  and  the  edges  brought  into  apposition,  so 
as  to  narrow  the  vagina,  and  afford  support  to  a  pes¬ 
sary,  which  may  be  required  to  keep  up  the  uterus. 
All  superincumbent  weight  should,  as  far  as  possible, 
be  removed — the  clothes,  for  instance,  being  suspended 
from  the  shoulders  instead  of  from  the  waist ;  and 
tight-lacing  should  be  forbidden.  Astringent  vaginal 
injections  are  useful  in  restoring  tone  to  that  organ, 
and  the  general  tone  of  the  system  should  be  improved 
by  tonics  and  invigorating  treatment.  The  astrin¬ 
gents  most  commonly  used  are  alum,  sulphate  of  zinc, 
or  the  persulphate  of  iron  ;  while  iron,  ergot,  and 
strychnine  are  useful  internally,  with  sea-bathing. 
Pessaries  are  often  indispensable  as  accessories,  but 
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only  when  any  evident  cause  for  the  displacement  has 
been  adequately  treated. 

Displacement  upwards ,  or  ascent ,  of  the  uterus  may 
take  place  whenever  the  uterus  is  much  enlarged  in 
volume,  and  cannot  find  room  in  the  true  pelvis.  This 
is  a  normal  occurrence  at  about  the  twelfth  or  thir¬ 
teenth  week  of  pregnancy,  but  it  may  take  place  in 
consequence  of  enlargement  from  any  cause. 

XVII.  CYSTOCELE. 

This  consists  in  the  prolapse  of  the  anterior  wall  of 
vagina  dragging  down  the  posterior  wall  of  bladder, 
which  forms  a  pouch  encroaching  on  the  vaginal  canal ; 
and  as  the  urine  contained  in  this  pouch  cannot  be 
voided  in  the  performance  of  the  act  of  micturition 
in  the  ordinary  way,  it  is  apt  to  undergo  decompo¬ 
sition,  and  set  up  catarrh  of  the  mucous  lining  of  the 
bladder. 

Symptoms. — If  the  finger  be  pressed  against  the  os, 
and  the  patient  told  to  make  a  bearing-down  effort, 
the  anterior  wall  of  vagina  will  be  felt  to  come  down. 
Symptoms  of  cystitis,  pain,  heat,  vesical  tenesmus, 
and  scalding  on  micturition,  with  ammoniacal  urine, 
follow  sooner  or  later  ;  and,  indeed,  it  is  generally  on 
this  account  that  the  patient  applies  for  relief.  The 
pouch  formed  as  above  may  even  present  itself  at 
vulva. 

Treatment. — Vaginal  injections  of  solutions  of  alum 
(5i.  to  Oi.),  Zinci.  sulph.  (5ss.  to  Oi.),  or  tannin,  are 
useful  in  restoring  tone  to  the  vaginal  mucous  mem¬ 
brane,  as  also  sea-bathing  and  vaginal  injections  of 
sea-water.  It  may  be  necessary  to  narrow  the  vagina 
by  the  removal  of  a  triangular  piece  of  the  mucous 
membrane,  the  edges  being  brought  together  by  sutures 
(colporrhaphy).  No  pessaries  are  of  any  service.  The 
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cystitis  must  be  treated  by  regularly  emptying  the 
bladder  by  curved  catheter  if  necessary,  and  washing 
it  out  with  weak  solutions  of  quinine  or  boracic  acid, 
the  pain  being  relieved,  if  necessary,  by  suppositories 
of  belladonna  or  morphia.  Repose  and  warmth  to 
hypogastrium. 


Rectocele. 

This  is  a  pouch  similar  to  the  preceding,  but  formed 
by  the  rectum,  and  projecting  into  or  beyond  the 
vagina.  The  faeces  become  hard,  and  irritate  the 
mucous  membrane  of  the  bladder,  giving  rise  to 
obstinate  constipation,  tenesmus,  discharge,  and  pain¬ 
ful  haemorrhoids. 

Treatment. — The  rectum  should  be  emptied  by 
enema  of  oil  or  oxgall  and  water.  The  further  treat¬ 
ment  is  the  same  as  for  cystocele. 


XVIII.  MALIGNANT  DISEASE  OF  UTERUS. 


Carcinoma. 


Three  forms  of  cancer  attack  the  uterus  : 


1.  Encephaloid  or  medullary. 

2.  Epithelioma  1  v?Setf.ive- 

r  (  ulcerative. 

3.  Scirrhous  (rare). 


It  almost  invariably  presents  itself  in  women  over 
forty  years  of  age.  The  etiology  of  this  disease  is 
quite  unknown,  but  the  influence  of  heredity  is  con¬ 
siderable. 

Encephaloid  or  Medullary  Cancer. — Begin¬ 
ning  in  the  sub-mucous  tissue  of  the  cervix,  it  infil¬ 
trates  the  tissue  proper  of  the  uterus,  and  then  invades 
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the  surrounding  structures,  first  attacking  the  anterior 
wall  of  vagina  and  base  of  bladder  (generally).  Sooner 
or  later  the  diseased  tissues  break  down,  and  fistulous 
communications  are  established  between  the  bladder 
on  one  side  and  the  rectum  on  the  other  and  the 
vagina.  The  ulceration  spreads,  a  greater  extent  of 
tissue  becoming  involved,  until  the  patient  dies  from 
exhaustion  or  from  secondary  deposits  elsewhere. 

Symptoms. — The  first  sign  which  attracts  the  atten¬ 
tion  of  the  patient  is  often  the  presence  of  an  intensely 
foetid,  ichorous  discharge,  which  may  be  considerable 
in  amount.  At  the  same  time,  on  inquiry  it  will  be 
found  that  the  menses  have  become  more  abundant, 
and  last  longer,  or  if  after  the  menopause,  then  there 
are  irregular  attacks  of  haemorrhage.  In  any  case, 
the  haemorrhage  gradually  increases,  until  at  last  the 
patient  may  never  be  free  from  it.  There  is  marked 
loss  of  health,  strength,  and  spirits,  with  gradual 
wasting.  Pain  is  a  constant  but  late  symptom  ;  but, 
when  once  present,  it  occurs  in  paroxysms,  and  may 
be  of  horrible  intensity.  It  occurs  in  the  back,  groins, 
and  shoots  down  the  thighs. 

On  vaginal  examination,  in  the  early  stage  the  os 
uteri  will  be  found  hard  and  nodulated,  and  bleeds 
readily  on  being  touched.  The  uterus  may  at  first 
retain  some  mobility,  but  soon  becomes  fixed  and  quite 
immovable.  Later  on,  when  ulceration  has  occurred, 
the  tissue  breaks  down  readily  under  the  finger,  and 
the  edges  are  felt  as  hard,  sharp  borders.  The  vaginal 
walls  may  now  be  felt  to  be  in  their  turn  thickened 
and  indurated  (generally  the  anterior  wall  first). 

Treatment. — This  may  be  palliative  or  radical. 

The  palliative  treatment  consists  in  alleviating  the 
pain  by  means  of  subcutaneous  injections  of  morphia. 
To  obviate  the  offensiveness  of  the  discharge,  vaginal 
injections  of  permanganate  of  potash,  boracic  or 
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carbolic  acid  should  be  employed  several  times  a 
day. 

The  operations  for  the  removal  of  the  diseased 
tissue  are  several  in  number. 

Some  advocate  the  ablation  of  the  entire  uterus 
through  an  abdominal  incision,  but  the  results  as 
published  tend  to  show  that  it  is  far  less  successful 
and  far  more  fatal  than  the  operation  which  consists 
of  removal  of  a  wedge-shaped  portion  of  the  uterus 
with  the  base  downwards. 

If  quite  in  an  early  stage,  the  diseased  tissue  may 
be  removed  by  means  of  a  gouge,  and  the  raw  surface 
thoroughly  and  freely  cauterised  by  the  actual  cautery. 
The  latter  plan,  even  where  it  is  unsuccessful  in  check¬ 
ing  the  disease,  would  seem  to  diminish  the  haemor¬ 
rhage,  and  lessen  the  pain  and  foetor  of  the  dis¬ 
charges. 

Cases  where  the  uterus  is  fixed,  or  the  surrounding 
tissues  involved,  are  unfavourable  for  operation. 

Epithelioma. — Sometimes  this  variety  of  cancer 
assumes  the  form  of  warty  outgrowths  or  excrescences 
from  vaginal  portion  of  os  (cauliflower  excrescences). 
Sometimes  it  resembles  rodent  ulcer,  with  hard,  steep 
walls  and  excavated  centre.  There  is  less  tendency 
to  secondary  deposit,  but  sooner  or  later  the  disease 
spreads  and  causes  extensive  ulceration,  with  fatal 
result. 

Symptoms. — The  symptoms  are  the  same  as  in  the 
case  of  encephaloid  cancer,  but  the  course  is  slower, 
and  the  discharge  is  more  watery  and  less  offen¬ 
sive. 

Treatment. — Removal  of  the  diseased  tissue  by  knife, 
gouge,  or  actual  cautery,  or  ablation  of  os. 

Scirrhous. — This  is  rare,  and  when  present  it  is 
said  to  attack  the  fundus  more  particularly. 
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Differential  Diagnosis. 


Carcinoma. 

Generally  only  recently  noticed. 
Pain  in  back  not  felt  till  late. 

Menstruation  increased  if  young; 

haemorrhage  if  older. 

Cervix  hard  and  nodulated  ;  no 
pain  on  pressure. 

Discharge  very  offensive. 

Uterus  fixed. 


Cervicitis. 

History  chronic. 

Pain  of  long  standing :  mostly 
over  left  ovary. 

Scanty  and  painful  (sometimes 
profuse). 

Cervix  hard,  smooth,  and  ten¬ 
der.  u] 1  ,vl 

Discharge  is  inodorous,  and 
resembles  white  of  egg. 

Uterus  movable. 


XIX,— URETHRAL  CARUNCLE  (Vascular  Tumour 

of  Urethra). 

This  consists  of  a  highly  vascular  and  extremely 
sensitive  outgrowth  which  is  sometimes  met  with 
round  the  edges  of  the  meatus  urinarius,  or  even  some 
little  distance  up  the  canal,  either  singly  or  in  a 
group,  which  from  their  great  sensitiveness  render 
this  passage  very  irritable,  and  are  the  source  of  very 
great  discomfort  and  suffering  to  the  patient  afflicted 
with  them. 

They  are  said  to  be  formed  of  hypertrophied  papilla?, 
and  are  richly  supplied  with  nerves. 

It  occurs  in  both  young  women  and  old  women,  and 
indifferently  in  the  married  and  single. 

Symptoms. — There  is  pain  on  sexual  intercourse,  or 
walking,  or  on  the  slightest  contact  with  the  clothing, 
especially  when  warm  in  bed,  and  the  passage  of  the 
urine  over  this  sensitive  growth  is  accompanied  by 
acute  suffering. 

The  result  is  often  quite  out  of  proportion  with  the 
cause,  and,  in  consequence  of  the  continual  worry 
and  annoyance,  the  patient  may  become  positively 
hypochondriacal. 

On  examination,  the  growth  may  be  seen  projecting 
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from  the  meatus  of  the  urethra  as  a  bright  red, 
vascular  growth,  varying  in  size  from  a  pea  to  a 
walnut.  If  the  growth  be  single,  the  prognosis  is 
favourable ;  but  if  multiple,  then  a  cure  will  be  effected 
with  greater  difficulty. 

Treatment. — The  only  efficacious  treatment  consists 
in  the  removal  of  the  growth  or  growths,  either  by 
means  of  the  scissors,  followed  by  the  application  of 
fuming  nitric  acid,  or  by  the  actual  or  the  galvanic 
cautery.  If  the  growths  extend  into  the  urethra, 
this  should  be  dilated  and  scraped  by  means  of  the 
curette. 

XX.  Coccygodynia,  or  Coccydinia. 

This  is  a  condition  which  most  commonly  results 
from  injury,  such  as  a  fall,  a  kick,  or  from  horse- 
exercise,  and  consists  in  a  morbid  state  of  the  coccyx, 
or  of  the  muscles  attached  to  it,  which  render  their 
contraction  and  the  consequent  movement  of  the  bone 
very  painful.  The  pain  resembles  that  occasioned  by 
fissure  or  ulcer  of  the  anus  or  rectum. 

The  treatment  recommended  by  Sir  J.  Y.  Simpson 
consists  in  the  free  subcutaneous  division,  by  means 
of  a  tenotome,  of  the  muscular  and  tendinous  struc¬ 
tures  connected  with  the  coccyx.  The  section  of  these 
structures  is  made  first  on  one  side  and  then  on  the 
other,  and  finally  around  the  tip,  so  as  to  completely 
isolate  the  bone.  The  good  effects  of  the  operation 
are  usually  immediate,  the  pain  ceasing  at  once. 

XXI.  Chlorosis. 

This  is  a  condition  which  declares  itself  most  fre¬ 
quently  in  young  women  about  the  age  of  puberty. 
The  patient  becomes  extremely  anaemic  ;  but,  in  addi¬ 
tion  to  the  pallor  incidental  to  the  anaemia,  there  is  a 
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peculiar  green  tinge,  from  which  the  name  is  derived. 
This  appearance  has  also  given  rise  to  the  popular 
name  of  4  green  sickness.’  It  is  commonly  associated 
with  constipation,  dyspepsia,  palpitations  and  cardiac 
murmurs,  and  menstrual  derangements  and  irregu¬ 
larities  (especially  amenorrhoea  and  leucorrhoea). 
(Edema  of  chest,  face,  etc.,  is  not  uncommon.  Its 
causes  are  obscure  ;  but  it  is  more  often  met  with  in 
the  higher  classes  of  society,  and  is  obviously  conduced 
by  luxurious,  enervating  habits  of  life  and  deficient 
bodily  exercise. 

The  pathological  condition  consists  in  a  diminution 
in  the  amount  of  red  corpuscles,  and  in  time  of  all  the 
solid  elements  of  the  blood,  with  increase  in  the  per¬ 
centage  of  water. 

Treatment. — Change  of  air  and  associations  is  here 
often  of  primary  importance.  At  the  same  time  iron 
must  be  given  in  large  closes ,  either  as  the  dried  sul¬ 
phate  of  iron  (gr.  ij.  to  gr.  v.  t.  d.  s.),  or  as  the  sac- 
charated  carbonate  of  iron  (gr.  v.  to  gr.  xx.  t.  d.  s.),  and 
combined  or  not  with  quinine,  arsenic,  or  strychnia. 


XXII.  THE  UTERINE-SOUND. 

The  uterine-sound  is  an  indispensable  aid  to 
diagnosis  in  affections  of  the  uterus,  but  requires 
caution  and  skill  in  its  use.  Moreover,  in  a  certain 
class  of  cases  its  employment  is  peremptorily  counter- 
indicated. 

The  instrument  itself  is  made  of  silver  or  silvered 
copper,  sufficiently  flexible  to  allow  of  its  being  bent 
to  the  required  curve.  It  is  straight  until  within 
21  inches  from  end,  when  it  is  bent  so  that  its  con¬ 
cavity  corresponds  to  the  roughened  surface  on  the 
other  extremity,  which  is  flattened  out.  It  is  marked 
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with  notches,  so  as  to  show  at  a  glance  the  depth  to 
which  it  has  penetrated  into  the  uterus. 

To  introduce  it,  the  index  finger  of  the  left  hand  is 
placed  on  the  orifice  of  the  cervical  canal,  and  the 
sound  is  gently  passed  along  it  with  the  concavity  of 
the  curve  forward.  Every  gentleness  must  be  used 
while  introducing  the  instrument,  or  great  harm  may 
be  done.  It  may  pass  the  external  os  easily  enough ; 
but,  in  the  normal  uterus,  it  will  be  arrested  at  the 
internal  os,  which  it  will  only  clear  after  a  little  steady 
pressure. 

By  its  means  we  may  ascertain  : 

1.  The  depth  of  the  uterus. 

2.  Its  axis. 

3.  The  presence  of  a  foreign  body  or  outgrowths. 

4.  Differentiation  between  displacement  and  uterine 
tumours. 

5.  Mobility  of  uterus. 

Rules  for  Use. — 1.  Never  use  sound  if  any  symptoms 
of  inflammation  be  present,  or  where  the  tissue  is 
easily  lacerable,  as  in  cancer. 

2.  Never  use  sound  unless  patient  has  menstruated 
at  most  within  a  fortnight  (to  exclude  pregnancy). 

3.  Patient  should  avoid  exposure  and  exercise  for 
at  least  twelve  hours  after  passage  of  sound. 

XXIII.  Tents. 

These  are  of  two  kinds,  the  sponge  and  the  laminaria 
(sea-tangle).  They  are  used  for  the  purpose  of  dilating 
the  cervical  canal,  so  as  to  enable  us  to  ascertain  and, 
if  necessary,  treat  the  condition  of  the  interior  of  the 
uterus.  When  a  moderate  amount  of  dilatation  is  all 
that  is  required,  or  where  the  os  is  particularly  rigid, 
and  when  there  is  no  urgency  about  the  case,  the  sea- 


73 


tangle  tents  are  preferable.  The  process  may  be  con¬ 
tinued  with  the  sponge  tents,  which  expand  much 
more  rapidly,  or,  if  necessary,  with  Haines  india- 
rubber  bags  inflated  with  air  or  water. 

Both  sponge  and  laminaria  tents  are  introduced  on 
an  instrument  resembling  the  uterine  sound,  but 
pointed  at  its  extremity  ;  and  prior  to  their  introduc¬ 
tion  they  should  be  safely  attached  to  a  piece  of  siik 
or  fine  twine,  to  allow  of  their  withdrawal. 


Dilatation  of  Os  Uteri. 

This  operation,  however  it  is  effected,  is  by  no 
means  devoid  of  danger.  It  may  lead  to  pelvic 
peritonitis  or  cellulitis,  lacerations  of  the  cervix  and 
septicaemia,  endo-metritis  and  haematocele,  and  may 
cause  fatal  result. 

It  is  indicated  in  cases  of  : 

1.  Retained  placenta,  membranes  or  clots,  or 
polypi. 

2.  Moles, 

3.  Severe  haemorrhage  of  unknown  origin. 

4.  Diseased  states  of  mucous  membrane  of  uterus 
(after  acute  stage  is  past). 

It  may  be  effected  either  by  the  finger  or  by  means 
of  tents,  or  by  Barnes’  bags. 

Rules  for  Dilatation  of  Os. 

1.  Always  eliminate  possibility  of  pregnancy. 

2.  Never  attempt  dilatation  when  any  symptoms 
of  inflammation  of  uterus  or  surrounding  parts  are 
present. 

3.  Never  continue  process  beyond  forty-eight  hours. 

4.  Tent  should  never  be  allowed  to  remain  in  more 
than  twenty-four  hours,  and  patient  should  not  lie 
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allowed  to  walk  about  for  at  least  two  days  after¬ 
wards. 

5.  Never  dilate  where  a  dense  intra-mural  fibroid 
tumour  presses  on  and  obliterates  to  any  extent  the 
cervical  canal.  (Here  division  should  be  effected  by 
knife  or  mitrotome.) 
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